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To journey through the Western Desert, into Tripolitania and 
Tunisia, across to Sicily, and up into Italy with the Eighth 
Army was a great privilege. No one could travel in that fine 
company without an ever-present pride in the British fighting- 
man. His feats of arms are well chronicled. To those travel- 
ling closely in his wake the wonder ever grew at the sight of 
the obstacles he overcame and the defences he stormed. Added 
to these he had the changing yet constant privations of the field 
and of the front line, heat and sandstorms, cold and mud, 
forced marches and tedious delays, pestilential flies, shortage of 
water, monotonous though ample rations, and other lesser trials. 
He deserved then, when he was wounded, the best that could 
be offered. 

It is not easy to describe the efforts made to provide surgery 
worthy of the patient. The shifting backgrounds prove hard 
for the writer to depict and for the unacquainted reader to 
visualize and understand. Surgery in the field is influenced by 
many external circumstances. Some of these at first sight must 
appear almost ridiculous to the civilian surgeon. It thus becomes 
a specialty, not, by and large, a highly difficult technical 
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specialty, but a specialty none the less. Any surgeon whose 
experience is purely civilian must approach it with a mind open 
to change. Otherwise there will be,disappointments, and quite 
likely disasters. 

Field surgery I would define as the care and treatment of the 
soldier from the time of wounding to his arrival at the base 
hospital area in which he will complete his treatment and be 
returned to duty or invalided. The term “ forward surgery” I 
prefer to restrict to the original primary operative treatment. 
There is need for such distinction, especially in any description 
of these campaigns. For such base hospital -areas were hun- 
dreds, often thousands, of miles from the fighting. It might be 
a matter of weeks before the wounded reached the base. Some- 
times that was due to military difficulties and exigencies. Some- 
times it was deliberate: many a man owes his life to being held 
and nursed in the field. There is thus more to be thought of 
than the primary operation. There is the treatment afforded 
over a period of time and often at a series of points in a varying 
and sometimes prolonged chain of evacuation which is still “ in 
the field.” Field surgery thus embraces forward surgery and 
maybe much more besides. 

The aims of field surgery are to save life and limb, to give 
such treatment as will. promote rapid healing where these are 
unlikely endangered, and to ensure that the patient passes in 
comfort to the base. It is a slight catalogue, but the thought 
and organization needed to achieve a high standard are immense, 
and affect the administrator as much as, or even more than, the 
surgeon. Ever-varying conditions call for- flexible and adapt- 
able minds. What was done in the last war in France did not 
Necessarily suit the desert ; what was done in the desert did not 
necessarily suit Italy. 

THE CAMPAIGNS 


_The period dealt with covers the three campaigns in Africa, 
Sicily, and Italy. In the last it deals with events up to the 





* Based =, experience as forward consulting surgeon, M.E.F. 
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“ winter line ” of 1943-4. The first, to save confusion with the 
First Army, also in North Africa, will not unfittingly be termed 
here the Desert Campaign. A short description of the campaigns 
from a surgeon's point of view is an essential prelude to more 
specialized considerations. 


The Desert Campaign 


The Eighth Army advanced from el Alamein to Tunis, some 
2,000 miles, in under seven months. To understand how sur- 
gery kept up with this it is necessary briefly to go back a little. 
The essence of desert warfare is mobility. In the earliest desert 
campaigns, with their swift and far-moving thrusts and counter- 
thrusts, the weakness of relatively immobile cumbersome 
casualty clearing stations had been shown up. New methods 
were needed. Surgery, like the fighting services and supplies, 
had also to be put on wheels. By the time of el Alamein 
there had gradually been developed by the previous consulting 
surgeon to the Middle East Forces, Major-Gen. D. C. Monro, a 
group of mobile units. This had been done by giving the light 
sections of some casualty clearing stations their own transpor', 
and by the formation of small mobile field surgical teams. 
The latter consisted of surgeon, anaesthetist, a few trained 
orderlies, a staff car, and a lorry in which to carry gear, sur- 
gical and personal. While the mobile light sections were able 
to function autonomously the field surgical teams were indepen- 
dent in name only. They constituted a fluid mobile surgical 
potential, usable where most needed but dependent for many 
things on some host unit. This latter was either a casualty 
clearing station which needed surgical reinforcement, or the 
main dressing station of a field ambulance when, the team was 
being used as a detached forward surgical centre. Their 
mobility was given them especially for the latter purpose. 
They could then keep up more closely with the fighting, and 
at field ambulance level afford surgery to casualties whose 
further journey back to the casualty clearing station would be 
lethal or hazardous. In practice lates about half of these 
teams reinforced casualty clearing stations ; half worked more 
forward at main dressing stations. The mobile light sections 
of casualty clearing stations could act similarly but more 
independently. 

Like the progress of science the desert advance was a succes- 
sion of jumps. Static sometimes for a month or more, the 
army would suddenly leap to action and in a week or two 
move forward a few hundred miles. The dispositions of sur- 
gical units thus varied. The static periods represented prepara- 
tion for stiff battles to be fought, such as, more particularly, el 
Alamein, Mareth, and the Wadi Akarit. Casualties in formid- 
able numbers had then to be anticipated. In the intervals 
there were pursuits, with minor enemy rearguard actions and 
few casualties. Accordingly the same alternating disposition of 
units was repeated several times. At the set pieces there was a 
concentration of casualty clearing stations some 15 to 30 miles 
behind the line and in front of this, at suitable points, field 
surgical teams with some of the main dressing stations. When 
the break through occurred the latter moved forward with their 
field ambulances, and the casualty clearing stations moved one 
by one, in leap-frog fashion, until they were stretched out as 
4351 
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a chain of daily staging posts back to the base, ¢he railhead, an 
embarkation point, or an advanced base. By the time the next 
set battle was to begin they were, in more of less degree, 
gathered into a similar concentration, linked backwards to some 
fresh disposal point. This was a campaign mainly on a narrow 
front with few lateral roads. Only occasionally did outlying 
units require to be sited far from the main coast road. 


Thus surgery kept up with the fighting-man and watched him 
on his often-protracted journey to the base. The railway track 
was soon left behind. Benghazi harbour took some time to be 
clear for hospital ships. Tripoli to Benghazi is 700 miles of 
bleak desert road. Tripoli harbour also needed clearing. There 
was still a long stretch of desert road before Sfax and Sousse 
and the pleasant greenness of Tunisia. 


The difficulty to both medical administrator and surgeon lay 
in the long road evacuation that was often necessary. To the 
former it meant the diversion of casualty clearing stations and 
field ambulances to act as staging posts ; to the latter it meant 
that his patients would undergo an added strain on their 
strength and resistance, a strain which it was essential to ease 
for the seriously wounded. While the administrator has to 
keep the forward areas as clear as possible, the surgeon, know- 
ing the value of rest, wishes to have little or no movement 
for his post-operative patient. A trite saying occasionally 
expressed, that the most efficient casualty clearing station is an 
empty one, pays little heed to sense and less to humanity. 
There must be give and take between administrator and clini- 
cian. In the Eighth Army a happy and harmonious balance 
was achieved. 

The desert campaign was essentially a tented affair for 
casualty clearing stations and field ambulances. Rarely were 
there suitable buildings. Operating vehicles were gradually 
discarded as cramping and labour-making. The difficulties asso- 
ciated with tents were the limitations set by the necessary tent- 
poles, the absence of floors, the regulation of warmth, lighting 
and blackouting, fly-proofing and sand-proofing, and dispersal. 
These would take much description, just as they took much 
labour to overcome. Most would agree to flies and sandstorms 
as the greatest trials. Dispersal of tents, to limit damage by 
possible bombing, was an irksome handicap. Too wide dis- 
persal slowed the tempo, particularly of the operating theatre. 
To have pre-operative and post-operative tents at a distance, 
even 50 yards, from the theatre was tiresome and annoying, 
especially in a moonless period. It could be ridiculously easy to 
get lost in darkness “* black as Egypt's night.” 

Gradually, as the Luftwaffe waned, pre-operative and post- 
operative tents, to cope with serious casualties, were brigaded 
to the theatre. The surgeon could then keep an eye on what 
was to come and what had gone, without passing across a 
blackness filled with the snares and gins of guy-ropes and 
slit-trenches, did he veer from the straight and narrow. The 
Luftwaffe’s activity was restricted to night excursions, and there 
was gradually diminishing annoyance from this quarter. But 
it was early found advisable to pitch theatres well away from 
the main road, which naturally was a guide to a bomber, his 
machine-guns, and his cannon-guns. 


It would have been ffleal to be followed up at a close distance 
by general hospitals which could retain and nurse the patients. 
This was impossible to any great extent. If the enemy is re- 
treating he must not be let rest. Fighting materials and stores 
must come first. Supply difficulties in this campaign were 
énormous. It was a German general who said that the desert 
was a tactician’s paradise and a quartermaster’s hell. A general 
hospital set up near Benghazi was in a few weeks 800 miles 
behind. The fall of Tripoli gave the much-prized opportunity 
of an advanced base for supplies and services. Till then every- 
thing, except limited urgent stores which were flown, had come 
up the 700-odd miles from Cyrenaica by road. Hospitals were 
set up in suitable buildings in Tripoli as soon as possible. Be- 
fore they could all be established the hunt was well on. The 
earliest were soon full—sick have to be thought of as well as 
wounded—and all served until the end more as casualty clearing 
stations than as retaining hospitals. But they could deal with 
special casualties in a more satisfactory fashion, and they could 
retain those whose need was great, before evacuating them by 
ship. Later, when the battle had gone some 300 miles beyond 
Tripoli, hospital ships put into Sfax to obviate the need for the 
long road journey. 


— 
It would be a pity to leave this background of the 
campaign without trying to recapture the feeling of enthys 
in the medical units. They vied with one another. to put 
the best show and to get the best seats at the drama. Full of 
zest for the chase, they were cock-a-hoop when moved tg the 
front of the procession; left behind, they good-humoup 
cursed their lot and settled down to what they derisively called 
“ coffee-stalling.” “ Coffee-stalling” was important and Neces- 
sary, and they knew it. But there was not the relish of be; 
up with events and dealing with fresh casualties with the sounq 
of the guns ahead. The medical units came from the Unite 
Kingdom, from New Zealand, from South Africa, from India, 
and, for a short time, from Australia. Of the great Dominions 
only Canada was not represented ; she was soon to be. 


The Sicilian Campaign 

The now-well-established mobile field surgical units and light 
sections of casualty clearing stations, born out of necessity for 
desert warfare, fitted well into the diffuseness of the earliest days 
of the Sicilian invasion. They landed at different points with 
field ambulances and were immediately dealing with the mog 
serious casualties. Scaled down to a reasonable minimum of 
equipment, some of the early units had to wade ashore carry. 
ing their panniers. Their transport followed quickly from the 
landing-craft. Lying off the invasion beaches were hospital 
ships and carriers. These were fed with casualties by craft 
plying between them and the shore, and their surgical staffs, 
reinforced by extra teams for the occasion, wasted no tim 
in getting down to work which they continued to perform 
during the voyage to Africa or Malta. 

The early rapid advance of the fighting troops allowed the 
getting ashore of the full strengths of the casualty clearing 
stations in the next few days. Certain of these followed the 
fighting upon the wide front, again with some field surgical 
units a little ahead; others, after bearing the brunt of the 
initial days, stayed and established a medical centre in Syracuse, 
to which the foremost transferred their patients for further 
transmission by ship. Within a fortnight general hospitals were 
beginning to arrive and to take up position in and around 
Syracuse. 

The conditions in Sicily for the fighting troops were not 
enviable. The weather was oppressively hot, the close vege- 
tation made it stifling, there was a high humidity, the flies were 


more numerous and vicious than anyone even from Egypt could _ 


have imagined, and the filth in the villages was widespread. 
Small wonder was it that everyone sighed, as they had thought 
they never would sigh, for the open spaces of the desert and 
the Mediterranean breeze which here seemed ‘stilled. On and 
on, march and fight, fight and march, with little sleep the 
infantrymen pushed over rugged country. The enemy was to 
be given no respite. The strain our men endured in these 
pitiless days had its effect when they were wounded. Their 
resistance was much diminished. The surgical units had kept 
up with them, but the casualty often had more need of sleep 
than surgery. Many of those with abdominal wounds, whom 
from desert experience one would have expected to live, petered 
out listlessly on the second or third day after operation. 

The relative lull in front of Catania, while progress from the 
west was being made, did not afford as much relief as it might 
have done. All roads, medically, led to Syracuse. They were 
poorish roads and wound wearily up and down hill. To the 
travelling wounded they were a trial, and the haven of rest seen 
ahead in Syracuse was for many to prove a mirage. For malaria 
had now become a problem. The general hospitals which had 
arrived were soon at full stretch. The next phase might’ 
require all the beds. Back and forth went the hospital ships’ 
and the planes. Only the wounded in immediate danger could | 
be retained for that rest which they all needed and all richly) 
deserved. 

Etna dominates all eastern Sicily. With the fall of Catania 
the mobile units were soon on the move either on the roads 
flanking the mountain northwards or, the Canadian element, 
coming in from the west. Again there was rough country wilh’ 
congested difficult roads for the ambulances. Demolished 
bridges had been relatively few up to now; henceforth they) 
were to be numerous. The rough diversions which had to b 
used until the engineers had built new crossings, and the delays 
caused, in the congestion of pursuit, by the new ones’ being 
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one-way only, contributed additionally to the strain on the 
wounded. The field surgical units were again paying a hand- 
some dividend in obviating such journeys for the bad cases, 
even though the distance was now only to Catania. Fortunately, 
the campaign was soon to be over. 

For the Sicilian invasion several casualty clearing stations and 
field surgical units had dropped out of the Eighth Army tem- 
porarily and others had taken their place. The latter came 
either from the First Army, with which they had had experience 
in North Africa, or from non-fighting areas, either the United 
Kingdom or lines of communication abroad. There was thus 
a mingling of surgeons—veterans and novices in acquaintance 
with war and war wounds. Differences there were bound to 
be. both between those of the two armies, working on different 
lines on a different type of front, and between these and the 
new-comers. What the latter had most to realize, what is so 
often omitted in systems of war surgery or:in training, were 
the strains and risks of post-operative transportation. The First 
Army surgeons had been working in a more static way, but in a 
countryside more cultivated than the desert and more akin to 
the Sicilian conditions. The little differences were interesting 
to observe. The new-comers in a few weeks had become hardy 
veterans. 

Surgeons were now working usually, if not always, with a 
roof over their heads. Schools, monasteries, churches, and 
dwelling-houses were 


of a countryside previously blessed with the sun and with the 
fruits of the earth in profusion. The numerous wide dry river- 
beds filled with the rain and the melting snow from the hills. 
The equally numerous one-way bridges, which replaced those 
demolished, again caused congestion and delays. Unmetalled 
roads crumbled. But the army was determined not to be static. 
The Trigno and Sangro were crossed. The difficulties encoun- 
tered in getting casualties back across the swollen stream of 


‘the latter, before bridges were firmly established, were over- 


come by manhandling, by amphibious “ducks,” and by the 
devotion of field ambulance orderlies. And so on to St. Vito 
and Ortona. Every advantage had to be taken to place mobile 
units well forward ; a scorched-earth policy had left few build- 
ings for casualty clearing stations, and it was bad country for 
tents. But the obvious and the unforeseeable delays on the 


roads proved the greatest indication for surgical units close up. 


The West Italy Campaign 

The landing at Salerno and the subsequent campaign on the 
west coast were not Eighth Army business. But the American 
Fifth Army, whose campaign it was, had a substantial British 
component, the medical units of which had all seen previous © 
service with the Eighth and First Armies. Later there was to be 
a further mingling. Unofficially at first, officially later, I was 
able to observe the surgical aspect of this campaign, and it 
would be a pity not 
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the scrubbing was done, and if asepsis could not always reach 
satisfactory heights it was not for want of effort. The vexations 
of taps which did not run, plugs which pulled but gave no issue, 
globes which did not illuminate, and flies which were ubiqui- 
tous did not add to the pleasures of patients, surgeons, and 


attendants. 
The Italian Campaign 

The Eighth Army initiated the invasion of Italy, on September 
3. 1943, with its little-resisted landing in and around Reggio. 
Again the mobile units found their niche in the early diffuse- 
ness, and again, in the rapid race up the forefoot of Italy, they 
kept in touch. It is not to be imagined that they moved daily, 
leaving a trail of operated-upon casualties in their wake. They 
leap-frogged one another. And soon once again there was a 
chain of staging posts stretching back to the Straits of Messina 
over some 300 miiles. As before, the swifter the pursuit the 
fewer were the casualties. The race, it will be remembered, 
was to aid the hard-pressed American Fifth Army at Saierno. 
Immediately the contact was established the Eighth Army swung 
to the east coast, and, with Bari and Taranto behind it, the 
early chain could largely be discontinued. But another was 
required as the army pushed northward. 

The first real checks to progress did not occur till the weather 
broke, some two months after the Reggio landing. In this time 
the army had covered some 500 miles. From then on the 
picture changed. Cold, rain, snow, and mud altered the face 


wounding there was the drawback of their post-operative care 
in tents. A canvas roof was not convincing protection from 
bomb, shell, or, more likely, large splinters from anti-aircraft 
fire, and the racket that went on from the latter alone was 
hardly rest-giving. The natural outcome was a rather more 
expeditious transfer to hospital ships than would have been 
considered advisable under less harassing conditions. 


Soon, however, the advance progressed, and eventually Naples 
was taken. This allowed of general hospitals in buildings ; but 
here again, as at Tripoli, they could at first be little more than 
final staging posts to the ships, though able to retain patients on 
the danger list. The specialties were soon installed—chest, facio- 
maxillary, and neurosurgical. With the forward casualty clear- 
ing stations only some three or four hours away, there was 
no need for the specialties to move from the hospitals. 


There were few suitable buildings near the line, and most 
casualty clearing stations went under canvas as the line moved 
forward. This was pleasant until the weather broke. Then the 
scene changed, and duckboards and other squelchy reminders 
of Flanders in the last war reappeared. It was in keeping with 
the relatively static nature of the fighting. But there was slow 
but sure nibbling going on ahead, and surgery was keeping up 
by méans of smaller advanced centres, one of which consisted 
of as much as the light section of a casualty clearing station 
with three additional field surgical units. Such could be accom- 
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modated in the only suitable building available at the time of 
the early Garigliano fighting. Elsewhere the field surgical units 
were working in pairs. The wounds at this time were very 
commonly multiple and severe from mortar fire. 

The conditions on the two sides of Italy were now almost 
identical. 

Some Other Features 

Some other features of the campaigns may be given to fill 
in the picture. 

The mine-fields of Alamein were largely meant to hinder 
tanks and vehicles. By the time Benghazi was reached, the 
anti-personnel mine, chiefly exemplified by what is known as 
the S mine, had made its appearance in numbers soon to become 
profuse. . Roughly the size of a 2-lb. jam-jar and actuated by 
the tread of a foot, this infernal machine after a few seconds’ 


delay springs five or six feet into the air and explodes, to scatter ° 


some 300-odd ball-bearing-like metal marbles with a high initial 
velocity. As the enemy retreated he planted more and more 
of these, not only in protective fields where he was making a 
stand but everywhere that his pursuer might walk—on the 
road ‘verges and off the roads at points where transport might 
pull in for the night. The multiple wounds frequently caused 
by these mines were later to be excelled in severity by the 
multiple wounds of the several-barrelled mortars which were so 
fully exploited by the enemy. Such multiple wounds cause great 
anxiety to the surgeon. Not only is shock pronounced, but 
one or more of the wounds is often a serious one—a fractured 
femur or a penetrating abdominal injury. By the time the 
surgeon has dealt with this he has to face a dilemma of how 
much more the patient will withstand. 

While wounds from anti-personnel mines became for a time 
more numerous, those from anti-vehicle mines became fewer. 
The latter frequently took the form of severe compound injuries 
of the feet, from the underneath explosion. The harassed 
enemy, fortunately, had less time to plant so many of these 
later, and more efficient mine-detecting apparatus largely 
abolished a type of wound which led almost inevitably to 
amputation. 

The army had moved off from el Alamein in shirts and shorts 
in October, 1942. It changed to battle dress for the winter in 
the desert, and was back in drill for the end of the African 
battle, the Sicilian adventure, and the early part of the Italian 
campaign. Retained clothing around missiles—a potent source 
of trouble—was never the feature in the dry desert, even with 
battle dress, that it became in the wet and mud of Italy. 

While at el Alamein each forward casualty clearing station 
could only have one reinforcing team, by the time Italy was 
reached the number of field surgical units had been so increased 
as to allow of several at important points. The tenor of the 
working day was thus much evened, and efficiency rose. An 
experiment made in the intervening period, with the object of 
increasing the forward surgical potential during rush periods, is 
worthy of note. What were called reserve surgical teams were 
formed. They were drawn from base general hospitals, they 
consisted of personnel only, and they were meant to relieve, 
or spell with, a regular team, using the latter’s equipment. The 
emergency over, they returned to their hospitals for the busier 
period at the base. A relief surgeon by himself is little use ; 
a whole team is needed. 


SURGICAL UNITS IN THE FIELD 


The tactical disposition of units is the administrator’s busi- 
ness. He sees the whole picture—the present one and the 
likely future ; he is in touch with the other Services. In these 
campaigns, as may be imagined, he required breadth of mind 
and resource in changing situations. A rough idea of the prin- 
ciple behind the dispositions has been given above. How did 
surgery best fit into this? 

The casualty clearing station is the key unit of field surgery. 
Reinforced by field surgical units, it can have several operating 
teams to take their spells of duty and remain fresh. It offers, 
because of the sisters on its establishment, a high standard of 
nursing. It has ample beds for serious casualties. It has good 
lighting, x rays, and suitable tents. It offers some refinements 
in the way of invalid food and hospital comforts. It can 
usually be sited clear of noise. Its position is generally assured 
for some weeks. Thus every wounded man who can with little 


— —_ 
risk be passed back to a casualty clearing station, after first 9i 
and resuscitation, will receive the best attention possible jp the 
field. 

For the desirable early treatment of wounds, therefore, the 
foremost casualty clearing stations were sited as far forwarg 
possible, consistent with their retaining these attributes 
with their conforming to the demands of the military Situation, 
geographical and tactical. The latter, which might be 
capping to the ideal, had to be accepted. The lightly or moder. 
ately severely wounded could reach them without deleterigy, 
effect. But it was not always so with the serious casualty, 
time factor and the strain factor came into play. These will 
be referred to when discussing evacuation of casualties, 

The wounded who, after first aid from their regimental meg. 
cal officer and supplementary attention with perhaps plasm, 
transfusion at the advanced dressing stations of field amb. 
lances, reached the main dressing stations of the latter wep 
sorted into three groups. The first were those requiring regusg. 
tation, the second those requiring operation as an 
measure ; the third group comprised all others. The first 
naturally included many of the second. Resuscitation of coury 
means more than transfusion of plasma or blood. It entaik 
rest, warmth, and lying in reasonable comfort. 

Surgery was taken to the second group by the field surgicy 
units or by the light sections of casualty clearing stations. Th. 
needs of many of this group demanded it. Urgent need 
operation, however, embraces two shades of meaning. 
implies an imperativeness, and it may or may not imply ver) 
immediate performance. Some patients—for instance, with 
abdominal injuries—were little shocked and not bleeding, ang 
could go on a further two or three hours to the casualty 
clearing station. 

To the light sections of casualty clearing stations operative 
work at this level presented little difficulty. They had beds 
suitable tents, and highly trained orderlies. They had oftey 
worked as unchanged teams. There were, however, not enough 
of these light sections, and separation from their main body 
impaired the effectiveness of the latter in no small way, 
Accordingly most of the surgery at this level fell to the lo 
of the mobile surgical teams. Their difficulties were greater, 
and it was interesting and gratifying to observe, as the months 
passed, how by the labour and ingenuity of both field 
ambulances and themselves the drawbacks were gradually over- 
come and a level close to casualty clearing station standard 
was attained. To the field ambulances the field surgical units 
owe much in their development. The former liked to have the 
latter attached. It meant that for the time they were mor 
than a staging post, that they were provided with material of 
great clinical interest, and that their nursing orderlies received 
valuable education. 

The early Middle East field surgical teams, the prototypes, 
did not carry beds. Nor do field ambulances. A stretcher is 
hardly the ideal resting-place for a post-operative abdominal 
or dyspnoeic chest patient. Many successful efforts were made 
in devising back-rests to fit these. Gradually, however, a few 
beds were “acquired” by most units and carried forwards. 
(The later field surgical units, instituted by the War Office, 
were to be given twenty beds and bedding, and another lory 
for their conveyance.) 

The accommodation provided by the field ambulances was 
mainly in the form of collapsible shelters suspended and carried 
out from the sides and backs of lorries on to goal-post-like 
steel frames. Weatherproof as these were, they were rather 
a cheerless, gloomy environment for those too ill to be passed 
on. Gradually again from the desert, in some mysterious 
fashion, the field ambulances acquired the trim white windowed 
tents known as E.P.I.Ps. 


Beds and tents, so far so good. 
problem. There were no sisters at this level. 
ambulance orderly had not had the opportunities of his casually 
clearing station colleague. The latter got much continuo’ 
practice. Only on occasion would a field ambulance have 4 
surgical unit attached. The surgeon of the latter guided and 
helped the orderlies, but he would often be long periods i 
the theatre, and there were gastric suction and transfusion dtp 
apparatus to be watched, deterioration in patients to be 
observed, bleeding to be detected, let alone the other mult 
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farious calls of nursing. The sisters and doctors of the 
R.A.M.C. get much praise ; the rank and file get less than their 
due. These orderlies were keen and industrious, and many 
reached high levels of intelligence and proficiency. But it stood 
to reason that with only occasional experience they would not 
achieve the standard of nursing of a casualty clearing station. 

It was thus becoming evident before the end of the desert 
campaign that to overcome these drawbacks any advanced 
operating centre forward of a casualty clearing station would 
be best constituted by two surgical units and a transfusion unit, 
attached to a main dressing station. (The new system of field 
dressing stations was not yet here in operation.) The trans- 
fusion unit took much of the worry off the surgeons, not only 
by saving their time but by its officer surpervising the pre- 
operative ward, and, in conference with the surgeon, deciding 
priorities. The presence of a second surgical unit meant a more 
regular spell of duty for each surgeon and the opportunity of 
more careful post-operative supervision. A further develop- 
ment which took place later in Italy was the institution of a 
pool of experienced nursing orderlies at the Corps field 
ambulance. These had all been a year or more with casualty 
clearing stations and could now be called upon by these forward 
detached surgical centres. The arrival of fresh field ambulances 
had made this desirable, since their orderlies were as yet little 
experienced in this type of nursing. On occasions, when suit- 
able accommodation was available, sisters went forward to 
this level. 

None the less, it can be imagined that the casualty clearing 
Station was still the better place if the wounded men could be 
got there safely. 

Another disadvantage of the solitary forward team needs 
mention. The field ambulance and its team sometimes had to 
be up and doing before the patients it harboured were fit to 
be moved. Occasionally another unit such as a casualty 
clearing station took over the site and the patients. Otherwise 
a party had to be left behind to nurse them. The surgeon 
could not always look back. Complications might arise and 
no theatre was available. The ordinary arrangements, however 
much care was taken, were relatively primitive and cheerless. 
The casualty clearing stations, on the other hand, were rela- 
tively static, and by the time they had been leap-frogged several 
times their patients were fit to move. 

The detached field surgical units did work which caught the 
imagination. To the other Services, laymen in these matters, 
the idea of a mobile surgeon who could operate upon a casualty 
almost at once was in military slang “just the job.” The 
operation itself hypnotizes the layman to the exclusion of other 
necessary but less publicized considerations. There developed 
almost inevitably a tendency to try to exploit these mobile 
units beyond what was wise. In their laudable anxiety to 
help the fighting troops to the utmost, even medical minds, 
though not of those in the highest positions, became a little 
imbued with the-same tendency. It is not a good thing to 
move these teams over-frequently, for the reasons given above. 
Again, it is not wise to have advanced operating centres too 
far forward, within ordinary range of the enemy's guns or in 
close proximity to the noise and tremor of our own. A mile 
or two can make much odds. For it is the most serious cases 
which are to be treated, and they have not only to be operated 
upon but to be held several days. It is a terrifying thing 
for bed-bound patients in a tent to be shelled or bombed. 
Weak though they may be, not all will remain bed-bound, afid 
indwelling drip and suction tubes soon become outdwelling 
as the casualty takes to earth. Apart from this, the surgeon 
must have reasonable quiet and rest if he is to do good work. 
There occurred necessary and advantageous exceptions to the 
rule. In the early stages of invasions work had to be done 
within range of fire. Again, if an odd shell kept dropping 
into a town or village where a suitable building for a unit was 
available, not too much was thought of that. 


The Specialized Units 
The development of forward specialized work is one of the 
most interesting items in the surgical history of the campaigns. 
The need for mobile ophthalmic units in forward areas had 
long been recognized and met, and the tale of eyesight saved 
by this wise provision will no doubt in time be told. The other 


surgical specialized units of the army are devoted to chest, 
maxillo-facial, neurosurgical, and orthopaedic work. Since 
orthopaedics in the field is essentially concerned with compound 
fractures, all forward surgeons must be orthopaedists up to a 
point. The place for the special orthopaedic teams is at a 
site where patients can be held for a period up to two or three 
months so that skeletal-traction appliances and. the like need 
not be disturbed by premature evacuation. Their place, then, 
is at the base hospitals—better still, at an advanced base when 
such holding is possible. It usually needs time before an 
advanced base hospital is in a position to hold other than 
danger-list and some other special types of case not requiring 
more than four or six weeks’ retention at this stage. 


To provide early skilled treatment a few mobile neurosurgical 
units had been formed at home early in the war. At the time 
of el Alamein there was one of these in the Middle East. To 
provide the widest service it was located in Cairo. Patients 
could be sent there fairly quickly from the army's jumping- 
off point, and, with the aid of air transport, for some time 
in the early advance. About two months later, when the army 
had advanced some 800 miles, a second unit arrived and was 
sent forward, to be attached at first to a casualty clearing 
station on the lines of communication. Later, when the battle 
had swept well beyond Tripoli, it arrived during the formation 
of that advanced base. Delays of evacuation were proving a 
problem, so the unit was split. The advance party went to the 
foremost casualty clearing station which drained the line ; the 
rear section stayed at a hospital in Tripoli. There they received 
the operated-upon patients, most of whom travel well, and 
retained the serious cases in optimum circumstances, the others 
going on to the Delta by air or sea. This arrangement of the 
split team held admirably right up into Italy, although adminis- 
trative troubles supplied a hitch or two. Its success in the 
desert has been related. Even greater scope was forthcoming 
from the heavy fighting on the Trigno and Sangro in Italy 
in the closing weeks of 1943. 


A maxillo-facial team was dispatched to Tripoli at the time 
the advanced base was set up, and remained there till the end 
of the Tunisian campaign. When Sicily was invaded, it was 
decided to split this team also so that severe cases there should 
have prompt attention and yet there would remain a section 
at a general hospital. The advanced section was eventually 
pushed forward experimentally to the same level as the 
ophthalmic and neurosurgical. The three, “ the unholy trinity ” 
as they were known, thereafter were kept together. They were 
located always at the most forward casualty clearing station 
which drained the whole line. This, because of the more usual 
narrow front, was often the foremost. The vast majority of 
the special casualties thus passed through the sections of these 
teams at an early period after wounding. By such siting the 
general surgeons were relieved of much worry, and the argu- 
ment of how much they should or should not do was largely 
dispensed with. They. were quite willing, indeed eager, to pass 
on these patients to more-trained teams so long as the latter 
were at hand. Previous advice, to clean up such wounds and 
send the patients back to an advanced base for special treat- 
ment, was unsatisfactory. Once a general surgeon, untrained in 
a specialty, embarks on such a cleansing he tends to do too 
little or too much. 


The exigencies and variations of war, however, are unlikely 
always to allow such ready facilities, particularly if special 
teams are few. As circumstances permit it would seem wise 
to train general surgeons in the elementary technical procedures 
admittedly necessary. Otherwise it is unjust of specialists to 
deride the general surgeon’s results, as is so frequently done. 
This is as unfair as the proposition, equally often asserted, 
that the specialist can do all the general surgeon’s work 
competently. 


The chief justification for an advanced maxillo-facial team 
was for the fractured-jaw patient to have uniform early and 
adequate fixation—the dental surgeon’s business. Splitting of 
the team as’it was done sent forward also a surgeon with 
plastic training. This was still more experimental ‘and of 
doubtful value. But the surgeon concerned, admittedly at first 
somewhat sceptical, was in a few months able to report that 
he had found plenty to do. His work included submandibular 
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drainages, removal of foreign bodies, closure of deep layers of 
cheek wounds, the accurate suture of lips, the immediate 
replacement of displaced fractured nasal bones, zygomatic 
bones, and orbital margins, and the repair of torn eyelids. In 
many instances the patients with these injuries could not have 
reached an advanced base hospital till three days later. 

It needs little imagination to appreciate the value of the 
trinity at this level, not only singly but in conjunction on the 
same patient. 

As field ambulances had fostered field surgical units, so 
likewise casualty clearing stations fostered the trinity. There 
were sometimes difficulties of accommodation in one casualty 
clearing station for the extra theatres and personnel. The 
drawbacks were always overcome and the trinity remained 
undivided. It is doubtful, however, if the specialties could 
have worked so closely together had their teams not been 
split. The trinity would then have been too cumbersome for 
any of the foremost casualty clearing stations to accommodate 
in addition to the general teams. 

The chest specialty was not made so advanced, although, 
had there been a sufficiency of chest teams, the experiment of 
placing a team at the same level as the trinity might have been 
tried. The policy with only one team “in the field,” as distinct 
from the base, was to place the field unit with a suitable 
advanced general hospital. Theoretically it was at a site where 
it could hold patients for six weeks. In practice it could not 
hold them all because of the other heavy demands upon such 
a hospital. But it could hold the serious ones. Haemothorax 
and its possible infection constitute the most important com- 
plications of chest wounds. Removal of foreign bodies and 
the treatment of complications are better performed, if possible, 
with the greater facilities of a general hospital in the matters 
of x rays, theatres, laboratories, and nursing. What the field 
surgeon contributed to the chest specialty was the closing of 
sucking wounds, débridement of others, and aspiration of 
haemothoraces after 48 hours. Only occasionally was anything 


more indicated. 
(To be concluded) 
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SENSITIVITY TO 


The purpose of this communication is to stress the not uncom- 
mon occurrence of allergic reactions to intramuscular liver 
therapy, their alarming nature on occasion, and the practica- 
bility of desensitization. : 

Since Schlesinger (1930) first drew attention to the occurrence 
of reactions to liver therapy we have béen able to find in the 
literature records of less than a hundred cases of allergic 
reactions to oral, intravenous, and intramuscular liver therapy. 
When the widespread use of liver extracts throughout the 
world is considered, such a small number of reported cases 
would appear to indicate that allergic reactions to liver extracts 
are rare. Delikat (1943) had 14 cases of sensitivity to liver 
therapy among 200 cases of pernicious anaemia, and records 
in detail three severe cases. Of 60 consecutive cases of per- 
nicious. anaemia admitted to our wards during the past five 
years, four (6.6%) have subsequently developed reactions after 
one to three years of maintenance therapy. Barfred (1942) 
reports 19 cases showing allergic reactions among a total of 
49 treated with intramuscular liver extracts—an incidence of 
approximately 40%. It should be pointed out, however, that 
Barfred was using experimental extracts which were often 
neither purified nor concentrated, and hence were given in 
large amounts (5 to 10 c.cm.). 

We have been able to find only two papers in the British 
literature devoted to the subject of allergic reactions to liver 
therapy. Andrews (1941) records one case and Delikat (1943) 
three cases in detail. The most significant British reference 
is contained in a letter to the British Medical Journal by 
Morgans (1943)—a few weeks after Delikat’s article—record- 
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ing the only fatality ever published from a reaction to 
intramuscular injection of liver extract. In 1936 Ungley, 
Davidson, and Wayne, in an investigation of the clinical : 
of the original Dakin and West preparation (anahaemin), mep. 
tioned that reactions to intravenous therapy occurred in two 
cases. 


Reactions to liver extract may be classified as primary—ie, 


those occurring after the first liver injection ; and secondary— 
i.e., those which appear for the first time after weeks, months, 
or years of parenteral therapy. 

Primary reactions are not due to acquired Sensitivity, but 
are an immediate response of the body to the parenteral injec- 
tion of foreign material. Such reactions were “much More 
common when liver extracts were given by the intravenous 
route (Castle and Taylor, 1931; Murphy, 1932). The use of 
the intramuscular route and the purification and concentration 
of liver extracts have resulted almost in their complete dis. 
appearance. Disagreeable effects reported include pyrexia, 
collapse, shivering, vertigo, flushing, headache, and dyspnoea 
(Strauss and Castle, 1932; Schlumm, 1932; Strandell ang 
Hammar, 1932). 

Secondary reactions to oral, intravenous, and intramuscular 


liver therapy have been described. They are undoubtedly of 


an allergic nature. In support of this contention are the eosino- 
philia, the latent period between the primary injection and 
the onset of symptoms, the clinical features, including broncho- 
spasm and the characteristic skin reactions, and the response 
to adrenaline. Sensitivity can be passively transferred to a 
normal individual from the sensitive individual by the Prausnitz- 
Kiistner technique (Griin, 1934; Lasch, 1936; Criep, 1938; 
Pache, 1939; Jones, 1939; and ourselves in 2 cases). The 
sensitivity has been shown to be specific to the organ from 
which the extract has been prepared rather than for the species 
of animal concerned (Criep, 1938; Pache, 1939; Jones, 1939; 
Scarlett and Macnab, 1942). 

During the past ten years one of us has had referred to him 
approximately 40 patients with reactions to parenteral liver 
therapy, 21 of whom have been investigated during the last 
two years. Of these cases 15 were so severe that they were 
admitted to hospital for investigation and desensitization. 

A study of the literature shows that sensitivity has occurred 
to all the leading brands of liver extract. On the continent of 
Europe, campolon in Germany and pernaemon in the Nether- 
lands appear to be often incriminated, while in America reticu- 
logen and Lederle extracts are those chiefly mentioned. In our 
experience anahaemin ind campolon are the commonest offend- 
ing extracts, but we have also had cases sensitive to other 
British extracts and to Continental and American products, 
The frequency with which reactions are reported to such highly 
purified extracts as reticulogen and anahaemin indicates clearly 
that the causation of the reactions does not correspond to 
the degree of purification and concentration, but rather to the 
chances of sensitivity occurring from extracts which enjoy the 
greatest popularity in the various countries. 

When such sensitivity is established to a particular liver 
extract, injections of a different extract may be given in some 
cases without any reactions. Thus on occasion we have had 
patients sensitive to anahaemin or campolon who tolerated 
reticulogen well. Such patients, however, tended to become 
sensitive to reticulogen in a period of weeks or months. In 
general, however, our experience suggests that if a patient shows 
marked reactions to one liver extract, sensitivity will extend to 
all liver extracts. 

The reaction generally occurs within 5 to 30 minutes after 
injection. In many reported cases, and 9 out of 19 of our 


cases investigated during the past two years, there have been | 


periods of interruption of therapy lasting in some instances 
for several months, with the reactions appearing shortly after 
the resumption of treatment but not after the first injection of 
the new course of treatment. Another important feature is 
that once the reactions have appeared they usually increase ip 
severity after successive injections. 


Types of Reaction 
A study of the literature reveals that almost every type of 
allergic reaction has been observed in cases sensitive to liver 
The commonest reactions, in 6ur experience, af 


therapy. 
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flushing, tachycardia, erythema, and localized urticaria. 
Reactions vary much in severity, from the mild features 
mentioned above to generalized urticaria, severe broachospasm, 
vomiting, rigor, hyperpyrexia, severe nasal and ocular dis- 
charges, substernal pain, collapse, and angioneurotic oedema. 
One or more of these manifestations were present in each of 
our cases. Allergic manifestations not observed by us but 
reported by other workers include swelling of the lymph nodes, 
hemiplegia (Kaufman et al., 1943), and repeated uterine haemor- 
rhages (Gardner, 1938).* Sensitivity may reach such an extreme 
degree that even the injection of 0.1 c.cm. of liver extract 
given intradermally for the purpose of making a skin test has 
brought about severe flushing, bronchospasm, and tachycardia 


in one of our cases. : 
- Skin Tests 


Opinion regarding the value of skin tests for assessing the 
presence and degree of sensitivity in allergic diseases is sharply 
divided. No less an authority than Rackemann (1943), in a 
paper dealing with the problems of allergy, concludes that 
“skin tests have lost some of their glamour.” It is well recog- 
nized that a patient may give a positive skin reaction to pollen 
or to tuberculin and yet not be suffering from hay-fever or 
active tuberculosis. Similarly, patients who have been receiv- 
ing liver extract are not infrequently positive to a skin test 
and yet show no reactions to parenteral liver therapy. This 
was found by us in 16 of 52 cases of pernicious anaemia. Con- 
versely, it is known that skin tests may be negative in allergic 


conditions, and yet severe allergic reactions may occur to . 


parenteral injection of the specific allergen. Thus Bullowa 
(1937) reported 8 fatal cases of anaphylaxis to antipneumo- 
coccal serum, in all of which previous skin tests for sensitivity 
were negative. In two of our cases with extremely severe 
allergic reactions skin tests were negative, later becoming posi- 
tive in one case when urticaria developed as an additional 
feature to bronchospasm. Despite these limitations, our experi- 
ence suggests that it is worth while doing skin tests, since we 
have found in the majority of cases that the degree of the skin 
reaction bears some relation to the severity of general sensi- 
tization and the reactions which result. Moreover, if general 
reactions follow the skin test it may be concluded that the 
patient is extremely sensitive. 


Technique of Skin Tests 


We inject intradermally 0.05 c.cm. of undiluted liver extract 
into the volar surface of the forearm just below the crease of 
the elbow-joint, with a saline control at the same level. We 
accept as a positive reaction a wheal of 15 mm. or more, 
developing in 15 to 30 minutes. Pseudopodial extensions from 
the wheal occur in practically all patients who are very sensi- 
tive. The size of the surrounding red areola is of little signifi- 
cance. Pache (1939) reported positive intradermal reactions 
to liver extract in a dilution of 1 in 1,000,000. As severe 
generalized reactions may. occur to the skin-test dose of 
0.05 c.cm., adrenaline should always be at hand in case of 
emergency. 

Treatment 

We have arbitrarily divided sensitive patients into two classes 
for treatment: (1) those with mild symptoms, and (2) those 
with severe constitutional reactions. It is permissible in mild 
cases to attempt to control the reactions by injecting three 
minims of 1 in 1,000 adrenaline hydrochloride concurrently 
with the liver preparation. In some cases this may be sufficient 
without any alterations or additions to treatment. In other 
cases satisfactory results may be obtained by reducing the 
quantity injected to one-half or one-quarter of the dose which 


* produced a reaction and decreasing the periods between injec- 


tions by a quarter or a half. Adrenaline may be given at the 
same time. After a few weeks on this treatment the dosage and 
the intervals between injections can be gradually increased to- 
the desired maintenance levels. 

The following measures have been recommended as adjuvants 
for the reduction of sensitivity, but proof of their value is 
wanting: (1) calcium orally and parenterally (Lasch, 1936; 
Gigante, 1939) ; (2) injections of parathyroid to raise the blood 
calcium (Lasch, 1936); (3) histamine in gradually increasing 

* Since the preparation of this paper a case showing uterine 


bleeding as a manifestation of allergy to liver extracts has come 
under our care. 





doses to produce histamine refractoriness (Corelli, 1935) ; 
(4) histaminase, a supposed inactivator of histamine (Taylor 
and Hilger, 1941). The latter workers claimed that histaminase, 
given orally, not only prevented reactions but also reduced or 
abolished positive skin sensitivity, precipitin reactions, and pas- 
sive transference of sensitivity. When the histaminase was 
discontinued, reactions and positive sensitivity to skin tests 
recurred. We have been unable to obtain histaminase to test 
the accuracy of these claims. It should be noted that 
Rackemann (1943), in a discussion of the value of histaminase 
in preventing allergic manifestations in general, states that its 
efficacy is doubtful. 

Barfred (1942) claimed that the preparation of liver extract 
with butyl alcohol removed a considerable part of the factor 
causing allergic reactions. Accordingly we asked British Drug 
Houses Ltd. to supply us with a sample of anahaemin which 
had been extracted with butyl alcohol. The material was 
tested on two cases sensitive to anahaemin, and, in both, 
reactions occurred of a degree and a type similar to those 
produced by the standard anahaemin. In addition, when the 
butyl alcohol was evaporated and the residue dissolved in 
water its intradermal injection failed to give positive skin 
reactions in the two cases referred to above. Accordingly 
we are unable to confirm Barfred’s claims. 


Severe Cases 


Patients who are suffering from dangerous allergic reactions 
must either replace parenteral liver therapy by oral ingestion 
of whole liver, liver extract, or hog-stomach preparations, or 
submit to desensitization. Desensitization has been recom- 
mended and carried out by Griin (1934), Krantz (1938), and 
Delikat (1943). Increasing doses of the liver extract were given 
subcutaneously or intramuscularly at intervals of days or weeks. 
The method which we have found satisfactory in 17 severe 
cases, including two desensitized by Dr. L. J. Davis, Lecturer 
in the Department of Medicine, is as follows : 


The degree of sensitivity is assessed by the history of the severity 
of the generalized reactions and by the response of the skin and the 
patient to an intradermal test of 0.05 c.cm. of the liver extract to 
be used. If any generalized reaction occurs to this test, desensitiza- 
tion should be started with a smaller quantity of liver extract, such 
as 0.01 c.cm. In the great majority of cases 0.05 c.cm. was found 
to be a suitable initial dose. With the initial and all subsequent 
injections, 0.2 c.cm. of adrenaline hydrochloride (1 in 1,000) is given. 
The dose of liver extract is doubled every half-hour and the route 
of the injection is changed from the intradermal to the subcutaneous 
when the 0.4-c.cm. dose of extract has been reached, and to the 
intramuscular route at the I-c.cm. dose. It is our experience that 
if a reaction is going to occur. during desensitization it generally 
follows the I-c.cm. dose. In this event the same dose is repeated in 
half an hour, and if no reaction occurs the dose is increased to 
1.5 c.cm. and finally to 2 c.cm. of extract at half-hourly intervals. 
In the majority of cases desensitization is secured in three to five 
hours. Thereafter it is advisable to repeat the final dose (2 c.cm.) 
daily for three days without the addition of adrenaline. Weekly 
doses of 2 c.cm. are now given for six weeks, and finally maintenance 
therapy is continued by a single injection once every two, three, or 
four weeks. We advocate the daily and weekly injections men- 
tioned above because we have found that there is a tendency for 
sensitivity to recur if the interval between the initial course_of 
desensitization and the next injection is delayed for two weeks or 
longer. Although Kaufman ef al. (1943) advise that the intervals 
between injections for maintenance treatment should not exceed one 
week, since otherwise sensitivity will recur, this has not been our 
experience, as we have at the present time 14 patients who have been 
desensitized and who have maintained a normal blood level for one 
to two years without a recurrence of sensitivity on an intramuscular 
injection of 2 c.cm. of anahaemin monthly. Attention has already 
been drawn to the frequency with which a history was obtained of 
sensitization occurring subsequent to breaks in the continuity of 
treatment. Accordingly it is essential that intervals between injec- 
tions should on no account exceed four weeks. 


Conclusion 


We would advocate desensitization for patients allergic to 
liver extract rather than the alteration of treatment to the 
oral ingestion of liver or hog-stomach preparations, since it is 
generally agreed that parenteral therapy is cheaper and more 
effective than oral therapy. Desensitization is, however, a 
potentially dangerous procedure unless carried out under strict 
supervision by someone experienced in the danger of anaphy- 
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lactic reactions. This danger is greatly increased if the patient 
is seriously debilitated or is suffering from cardiovascular dis- 
ease. A potent solution of adrenaline hydrochloride and a 
sterile syringe must always be at hand ; and 0.5 c.cm. should be 
given immediately any signs of an allergic reaction occur. 


Summary 
The nature and frequency of reactions to parenteral liver therapy 
and the significance and technique of skin tests for sensitivity are 
discussed. 
The successful desensitization of 15 cases with severe reactions 
is reported, with a description of the method employed. 


We wish to express our thanks to those of our colleagues on the 
staff of the Royal Infirmary, Edinburgh, who have permitted us to 
investigate cases of sensitivity under their charge. One of us 
(J. G. M.) was in receipt of a Bursary in Medicine from the National 
University of Ireland during part of this investigation. 
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EXPERIMENTAL TRAUMATIC SHOCK 


BY 


J. CHARNLEY, M.B., F.R.C.S. 
Major, R.A.M.C. 


The aetiology of traumatic shock still eludes final proof. 
All are agreed that a reduction of blood volume underlies 
the state of shock, but the mechanism whereby this reduc- 
tion occurs is still obscure. 


Traumatic shock has been investigated by clinicians and 
experimentalists, and many important facts have been estab- 
lished. There is, however, a fatal tendency to mix indis- 
criminately the facts of clinical shock with the facts of 
experimental shock, and a tendency to mix deductions from 
one type of experimental shock with shock produced by quite 
unrelated means. As a result of loose inference the problem 
of shock is to-day more difficult than it has ever been, and as 
much time must be spent in “ debunking” the literature as in 
tackling the facts of the problem itself. Before the gaps 
between the various aspects and manifestations of shock can 
be bridged by a single theory the truth of each aspect must be 
firmly established. It is the purpose of this paper to con- 
centrate exclusively on experimental traumatic shock produced 
by mechanical trauma to a limb. 

Despite the fact that experimental traumatic shock might 
be considered a threadbare field for research, there is no 
unanimous answer to the question, ““ Why does an animal under 
anaesthesia pass into shock when severe mechanical trauma is 
applied to the limb muscles?” This problem is purposely 
kept within narrow and artificial limits. Until the complete 
answer is kriown it is fatal to make analogies with the causes 
of shock after burns, of surgical shock in the presence of 
superadded disease, or of the complex mixture of oligaemic, 
neurogenic, psychogenic, and metabolic factors which con- 
tribute to the state of shock in the wounded soldier. 

An attempt is made here to present an old experiment in a 
new light, and to emphasize the need to regard this artificial 


aa : 
problem as one which should be capable of complete eXperi- 
mental proof ; then, and then only, can it be viewed in rela- 
tion to the problem of shock in general. 


The History of Traumatic Shock 


Traumatic shock first aroused interest during the war of 
1914-18 by the fact that it often supervened some time after 
the patient was wounded and after a mysterious latent interval 
during which he appeared quite normal. It was the nature 
of this latent interval which focused attention on shock. j 
was this which gave rise to the clinical entities described ag 
“ primary ” and “ secondary” shock. 

By what was no more than a remarkable coincidence 
physiologists, notably Dale and Laidlaw (1918) and Dale and 
Richards (1918), were interested at this time in the pharma. 
cological reactions of the comparatively new substance hista- 
mine, which seemed likely to open up new vistas in physiology. 
In a hurried piece of research undertaken during the war, when 
a solution was urgently needed, Cannon and Bayliss (1919) 
appeared to establish as a fact that so-called “ secondary” 
shock was due to the action of a tissue toxin akin to histamine. 

About ten years later Blalock (1930, 1934) started to publish 
the results of further investigations on the Cannon-Bayliss 
experiment, undertaken with a degree of patience probably 
unequalled in the history of experimental surgery. He failed 
entirely to find any toxic cause for shock, and produced many 
reasons explaining the death of the Cannon-Bayliss animal as 
the result of local fluid loss at the site of trauma. But many 
of the forms of shock encountered in clinical practice—ie, 
after surgical operations, after head injuries, burns, ete— 
seemed so obviously unrelated to haemorrhage that there was 
a tendency to reject Blalock’s theories even for the conditions 
of his own experiments. This refusal to believe led to a deter- 
mination to find some other explanation with a dangerous 
over-elaboration of experimental technique. 

As regards the toxaemic theory of shock few new facts have 
emerged. The capillary phenomena following toxaemia pro- 
duced by the introduction of crushed muscle into the 
peritoneum have been extensively studied by Moon (1938) and 
his collaborators, though it is doubtful whether this bears any 
relation to the conditions of the original Cannon-Bayliss ex- 
periment. Practically all recent variations of this latter classical 
experiment—notably the dialysis experiment of O'Shaughnessy 
and Slome—have failed to reveal any toxic substance in the 
blood stream. 

There remained only the nervous pathway for secondary 
shock, and O’Shaughnessy and Slome (1935) believed that they 
were able to demonstrate such a condition in the absence of 
blood loss and toxaemia. It is to be noted in this connexion 
that at the time when Cannon and Bayliss did their original 
experiment neurogenic factors were in the public mind one of 
the most likely causes of delayed shock. But these workers, 
and later Blalock in a more extensive research, were entirely 
satisfied that this very obvious source was not a cause of 
experimental traumatic shock. It was only after excluding 
this possibility that there was any justification for assuming a 
toxic theory of shock. The experiments of O'Shaughnessy and 
Slome were extremely elaborate, and there could be but little 
surprise that shock resulted. 

Finally, clinical experience now casts doubt upon the 
existence of “ secondary ” shock as a clear-cut entity. Modem 
battle and air-raid casualties tend to be shocked progressively 
from the time of reception of the wound. It is the exception 
rather than the rule for a patient to appear initially quite fit 
and later to pass into a state of shock for no apparent reason. 


The disappearance of the mysterious latent interval removes | 


the original condition for which toxic theories were first 
invoked. The latent interval seen in 1914-18 might have been 
due to exposure to wet and cold for many hours after wound 
ing—a state of affairs not commonly seen in this war, but one 
often commented on in the Special Reports of the Medical 
Research Council of 1917-18. 

Cannon and Bayliss (1919) established as a definite fact that 
shock did not result if the femoral artery and vein were ligated 


* before applying trauma to, the thigh. This fact has never bees ; 
questioned since, and Blalock carried the experiment a little” 
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further by showing that shock did not result even if the artery 
alone were tied, the vein being left patent. He explained this 
absence of shock on the grounds that the local blood loss was 
reduced by the ligature, and felt that there was here strong 
evidence against the toxaemic theory. 


The Present Experiment 


It is my purpose to attempt to show that this simple experi- 
ment of femoral artery ligature is capable of a very much 
wider interpretation than has generally been ascribed to it. 
The research pursues the following scheme: (1) control series 
without ligature of the vessels; (2) effects of ligature of the 
femoral artery before trauma ; (3) investigation of the collateral 
circulation after ligature. 


Series 1 
Trauma without Ligature of Vessels; 25 Cat Experiments _ 


The anaesthetic was intravenous chloralose 0.09 g. per kg. of 
body weight, after preliminary ether induction. All animals were 
kept at 39°C. on an electrically heated table and controlled by 
rectal thermometer. A kymographic record of carotid blood pres- 
sure was made, using saturated sodium bicarbonate solution in 
the cannula. Trauma was applied to the thigh with a 5-lb. padded 
mallet, and a standard number of 50 blows were applied and the 
femur fractured in all cases. Shock level of blood pressure was 
taken as 70 mm. Hg, and was reached in times varying from 
20 minutes to 6 hours after trauma. Shock did not develop in 3 
of these cases even after 6 hours. It was invariably noticed that 
the crushed thigh was visibly and palpably swollen even before the 
end of the trauma was reached, and this speed of the initial swell- 
ing left absolutely no doubt that a brisk internal haemorrhage into 
the muscle planes was the immediate sequel to trauma under these 
conditions. 

At the conclusion of the experiment the animal was killed, if 
it had not already succumbed to the shock, and the increase in 
weight of the traumatized limb was estimated as described by 
Blalock—i.e., the tail was removed, the trunk severed at the leyel 
of the lowest lumbar vertebra, and the pelvis sectioned through the 
midline. The weights of the two hind quarters thus separated could 
then be compared. Control attempts to divide untraumatized hind 
quarters showed that this manceuvre could not be done with an 
error of less than 10 g., but even this inaccuracy did not invalidate 
general comparisons. The original blood volume of the animal 
was deduced from the figures quoted by Holt and MacDonald (1934) 
as being 5.75% of the body weight in the cat. The increase in 
limb weight was thus converted into percentage loss of total blood 
volume. 


In these 25 experiments the proportion of the total blood volume 
lost into the traumatized thigh averaged 37%. This agreed closely 
with the 35% found by Holt and MacDonald in the same experiment. 


Series 2 
Trauma after Ligation of the Femoral Artery; 10 Cats 


Anaesthesia as before. The carotid blood pressure was not 
recorded in this series until the conclusion of the experiment. The 
femoral artery was tied through a small incision in the groin. A 
similar amount of trauma was then applied to the thigh—i.e., 50 
blows with the same mallet, and the femur fractured in all cases. 
The absence of rapid swelling of the thigh after trauma in these 
cases was very noticeable. 

Clinical examination revealed no evidence of the onset of shock, 
and after 6 hours the carotid blood pressure was recorded by 
tying in a cannula ard connecting to the kymograph. The pressures 
recorded after 6 hours were: 140, 120, 160, 95, 160, 100, 100, 90, 
100, 100 mm. Hg. The three high pressures might have been due 
to the pressor effects of small additional doses of chloralose which 
had to be given in some cases towards the end of the experiment. 
In no case was shock level even approached. The average loss 
of total blood volume into the thigh in this series was 19%. 


Series 3 


Examination of Collateral Circulation after Ligature of Femoral 
Artery and Trauma to Limb; 4 Cats 





_ (a) After 6 hours 4 of the preceding animals traumatized after 
ligation of the femoral artery showed the following carotid blood - 
pressures: 120, 140, 100, 100 mm. Hg. A second arterial cannula 
was now taken and tied into the femoral artery distal to the pre- 
viously applied ligature, and directed with its lumen open towards 
the foot. The cannula thus recorded the pressure of the anasto- 
motic circulation existing in the femoral artery distal to the ligature. 
This arrangement is shown diagrammatically in the accompanying 
illustration. The pressures recorded in this second cannula were 


respectively 40, 50, 40, 35 mm. Hg. These pressures are thus roughly 
one-third of the respective systemic arterial pressures. Such anasto- 
motic pressures should be capable of maintaining a considerable 
anastomotic circulation through the limb. 

(b) In the same 4 cats the great saphenous veins were exposed 
in both legs just below the knees. Into the normal limb an intra- 
venous injection of 0.1 c.cm. of a weak solution of histomine was 
given. The usual transient fall of arterial pressure was recorded 
on the kymographic tracing of the carotid blood pressure. This 
fall started 10 to 15 seconds after the injection was made. When 
the carotid blood pressure was restored to normal level 0.1 c.cm. of 
a solution of histamine was injected at the same level into the 
saphenous vein on the traumatized side. It was found that the 
arterial depression resulted from 30 to 40 seconds after the injection. 
This volume of solution—0.1 c.cm.—could not have reached the 
general circulation by virtue of its bulk, and must have been washed 
in by the venous return from the limb resulting from the anastomotic 
circulation. Ligation of the femoral artery delayed this return from 
about 15 seconds to about 40 seconds. 
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Diagram showing the method adopted in Series 3. 


Discussion 


In making deductions from this femoral ligature experiment, 

four factors deserve special attention: 

1. That ligation of the femoral artery prevents the onset of 
shock on subsequent trauma to the limb. 

2. That local blood loss is reduced from about 35% of the 
total blood volume to about 19%. 

3. That rough qualitative tests indicate the existence of an active 
collateral circulation after trauma to the limb in the 
presence of the femoral ligature. 

4. That the rate of swelling of the traumatized limb is much 
slower in the presence of a ligature on the femoral artery. 

The absence of shock after trauma in the presence of a 

ligature on the femoral artery could be explained according to 
the current theories of shock in three ways, thus: 


1. By the reduction of local fluid loss (oligaemic theory). 

2. By a reduction of venous return from the limb (toxaemic 

theory). 

3. By anoxaemia affecting sensory-nerve endings (neurogenic 

theory). 

The crux of the femoral ligature experiment lies in the 
explanation of how the ligature can reduce the amount of local 
fluid loss and yet leave an effective collateral circulation. 
These two matters might at first sight appear incompatible ; 
indeed, it could be argued that, though observations might 
indicate an active collateral circulation, the fact that local 
haemorrhage is reduced after the ligature must prove that these 
observations were fallacious. 

There is, however, a simple explanation for this apparent 
paradox. When a limb is heavily traumatized without a liga- 
ture on the main artery the initial swelling of the limb pro- 
ceeds at such a visible and palpable rate as to leave no doubt 
that a great part of this initial swelling is due to a rapid 
extravasation of blood under high arterial tension. Now, the 
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amount of arterial blood lost into the tissues during and 
immediately after the trauma depends on (a) the height of the 
arterial pressure in the ruptured vessel, and (5) the time elaps- 
ing before the haemostatic factors of arterial retraction and 
coagulation stem the initial extravasation. 

After ligation of the main artery, and though the collateral 
circulation is quite effective for ordinary purposes of nutrition, 
etc., trauma to the limb results in extravasation of blood at 
only one-third of full arterial pressure (for this was the 
pressure discovered by direct measurement in the preceding 
experiments). During the time interval before haemostatic 
mechanisms come into action there is thus a smaller effusion 
of blood into the traumatized part. This, then, explains how 
the femoral ligature can reduce local blood loss after trauma 
without necessarily implying a defective collateral circulation 
through the limb. 

As regards the toxaemic theory of shock, these observations 
agree with the deductions of Blalock—that shock does not 
result if all venous channels are open to the systemic circula- 
tion, provided that local blood loss into the limb is restricted. 

These results are also consistent with those of all observers 
since the original Cannon-Bayliss experiment who have failed 
to find shock resulting from sensory-nerve stimulation under 
experimental conditions. How do these observations compare 
with those of O'Shaughnessy and Slome? It will be recalled 
that these workers severed all vascular connexions to the hind 
limb of an animal; a, and kept this limb alive by cross-circula- 
tion from a second animal, B. (It is interesting to note in 
parenthesis that to isolate this limb from the general circula- 
tion needed an extremely extensive multiple ligation of all 
collateral channels.) On traumatizing the perfused limb of 
animal a they were able to produce late shock in the systemic 
circulation of animal B. The limb was in connexion with the 
systemic circulation by only nervous channels. The nature of 
this shock must, however, be regarded with suspicion, as the 
necropsy appearances of the tissues which they describe are 
in no way consistent with their own excellent description of 
the typical appearances in traumatic shock. The great criticism 
of this elaborate experiment is that incidental trauma (which 
is extensive) is biased towards the production of the desired 
result—i.e., to produce shock. Compare this with the femoral 
ligature experiment, in which experimental factors are biased 
against the desired result—i.e., for a positive result the animal 
must mot pass into shock during an experiment which is in 
itself very likely to result in shock. This is a very stringent 
experimental criterion. 

In interpreting the results of the femoral ligature experiment 
it is possible to go a step further. There is always the 
theoretical possibility that traumatic shock might not be the 
result of only one factor, but of the combined action of several 
factors. Most experiments on traumatic shock have been in- 
geniously designed to study the action of only one factor at a 
time. In the experiment of femoral ligation described here 
all factors are capable of acting at one and the same time. Thus 
after losing 19°, of its blood volume and being open to neuro- 
genic and toxic shock channels, the blood pressure was still 
high after six hours. 


Conclusions 


In the cat, under chloralose anaesthesia and for periods up 
to six hours after severe trauma to a limb, no evidence could 
be found for the existence of any shock-producing factors, or 
combination of factors, other than that of local fluid loss. 


This work was done in the physiological laboratories of King’s 
College, London, in 1939, through the kindness of Prof. R. J. S. 
McDowall, to whom I am deeply indebted. The costs of the research 
were defrayed by a grant from the Medical Research Council. 
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DICOUMARIN IN THE TREATMENT oF 
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3: 3-methylene-bis-(4-hydroxy-coumarin) — “ dicoumarin ” 


short—is the anticoagulant principle of spoiled sweet aan | 
ingestion of which causes haemorrhagic disease in cattle, Since | 
its introduction by Link in 1941 the drug has been employed 
experimentally in a variety of conditions, notably post-operatiy 
thrombosis, and the present paper embodies the results of ap 





investigation into its possible value in obstetrics. In all, 
43 cases of post-partum thrombosis were treated. They wer 
of every degree of severity, from small saphenous lesions jp 
bilateral femoral blockage; but, in view of their common 
origin, the general action of the drug, and the homogeneity 
of its results, they are here grouped together without furthe 
classification. 
Properties 
Dicoumarin is a powerful anticoagulant, the action taking 


approximately 24 hours to act, but with continued administra- 
tion the result is a steady rise in the clotting time, the effect 
lasting for several days after the dicoumarin is discontinued, 
It greatly reduces the incidence and degree of thromby. 
formation after the intravenous injection of ethanolamine jp 
dogs (Richard and Cortell, 1942), and is apparently similarly 
effective in preventing post-operative thrombophlebitis and 
pulmonary embolism in man (Baker, Allen, and Waugh, 1943), 
It also appears to limit the extension of an already established 
thrombosis and to produce symptomatic improvement in cases 
of thrombo-angiitis obliterans (Bingham et al., 1943). Most 
observers state that although dicoumarin is an anti-prothrombin 
its effects are not antagonized by vitamin K. Our own results, 
however, show that when both preparations are administered 
simultaneously the coagulation-time curve rises more slowly 
and less steeply than when dicoumarin is given alone. This 
confirms Townshend and Mills’s (1942) clinical observation 
that, while blood transfusion failed to produce any perceptible 
decrease in the prolonged prothrombin time of a case in which 
dicoumarin had induced haemorrhage, a second transfusion 
plus vitamin K therapy resulted in an immediate drop of the 
prothrombin and coagulation times to normal levels, and these 
normal values were maintained. It would indeed be surprising 
if this view of the antagonism Of the two drugs were incorrect; 
for, theoretically, vitamin K is primarily concerned with the 
physiological elaboration of prothrombin in the liver. Om 
must assume that its reported impotence in some cases of 
established dicoumarin haemorrhage is due to secondary 
changes produced by the anaemia. 

Dicoumarin differs from heparin in method of administra- 
tion, speed of initial response, and mode of action. The latter 
must be given by intravenous injection; but its action & 
instantaneous, the effect being produced by inhibition of 
platelet agglutination. Otherwise the clinical effects are similar, 
except that heparin haemorrhage reacts well to simple blood 


transfusion. 
Dosage 


Experimental overdosage with dicoumarin in animals pro 
duces multiple haemorrhages. In fatal cases there is central 
necrosis of the liver (Rose, Harris, and Chen, 1942), wilh 





widespread haemorrhage indiscriminately throughout the body. 
There is a considerable difference in tolerance between various 
species of animals, and also among individuals of the same) 
species. This latter is of much significance, for it applies | 
equally to man, and calls for extreme care in therapeult 
administration ; in fact, few of the earlier clinical reports a 
without a description of one or more cases of idiosynerds): 
The optimum dose is that which will reduce prothrombin 40) 
30% of normal (Davidson and MacDonald, 1943), and this bas, 
been calculated at 200-300 mg. a day. We have taken ti) 
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higher figure, given in three separate eight-hourly doses, and 
as there have been no untoward results in any of our cases 
this dosage may be taken as reasonably safe. Published results, 
however, show that the margin of safety is a narrow one, 
apart from the possibility of idiosyncrasy, and it is essential 
to contro! the treatment by daily estimation of the prothrombin, 
bleeding, or clotting time. The first is the most accurate, but 
in our cases of already established thrombosis we have found 
it adequate to rely on the other two. The curves obtained 
parallel control prothrombin-time curves almost exactly, and 
their calculation is consequently easter for routine ward work. 

The blood reaction to dicoumarin given in the dosage 
suggested is variable, but as a rule there is an average daily 
rise in the coagulation time of one minute, beginning 24 hours 
or more after the first dose. This is independent of the initial 
normal clotting time, which itself varies in different patients 
and in the same patient at different times. The time increases 
more or less steadily for several days, after which it remains 
stationary or may even be reduced, in spite of the continued 
ingestion of dicoumarin. The effect persists for two or three 
days after the drug is stopped, and the coagulation rate is 
usually back to normal in a fortnight. We have, however, met 
two striking exceptions in which the clotting time remained 
considerably higher than the initial normal for several months. 
This suggests the need for extreme care in prescribing 
dicoumarin for patients who have been treated with it before. 


Results 

The cases varied so widely in severity that it was impossible 
to find an exact parallel series for purposes of control, but 
comparison with the same number of untreated cases showed a 
marked improvement after dicoumarin. There were slight but 
definite amelioration of pain, a fairly rapid diminution of the 
oedema, and a shortened average stay in hospital—19 as against 
28 days. 

In addition the incidence of pulmonary embolism was 
lowered from 9 to 4%, and in only one case was this of any 
degree of severity. The drug was well tolerated, and there 
were no untoward complications and no_ suggestion of 
spontaneous haemorrhage in any of the cases. 


Conclusions 


There is no doubt that dicoumarin is of value in the 
particular type of patient we have investigated, and in these 
cases of established thrombosis it would appear to be fairly 
safe. The freedom from haemorrhagic complications may be 
due to the normal increase in the coagulability of the blood 
during the puerperium ; but whatever the factor concerned it 
is of significance, for ours is the only considerable series which 
does not contain at least one instance of dangerous bleeding, 
and that in spite of a fairly high dosage. But the fact that 
other observers have reported accidents of a serious nature 
so frequently in the treatment of similar conditions must neces- 
sarily modify final judgment, and there is no doubt that the 
drug needs extremely careful handling. We believe, however, 
that the results obtained justify its employment, always pro- 
vided that the haematological effects are stringently controlled 
by daily prothrombin or coagulation-rate estimations by a 
skilled laboratory technician. 

We are indebted to Messrs. Organon Ltd. for generous supplies of 
dicoumarin and to Dr. A. N. Macbeth and Mr. J. Foley for their 
interest and co-operation. 
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R. M. Dowdeswell (E. Afr. med. J., 1943, 20, 376) examined 
the Widal reaction in 183 cases of typhoid fever and came 
to the following conclusions: (1) The rise of titre from 1 in 50 to 
1 in 1,000 occurred on an average in nine to ten days; (2) the 
agglutinins often do not appear until after the twelfth day and may 
be delayed until about the twentieth day; (3) the histories of the 
duration of illness before admission in most cases appear to give 
too short a period, so that those with the later rise in agglutinins are 
relatively more significant. 
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EFFECT OF NICOTINIC ACID ON POST- 
OPERATIVE VOMITING 
BY 
WILLIAM W. MUSHIN, M.B., B.S., D.A. 
AND 


HELEN M. WOOD, M.B., Ch.B., B.Sc., D.A. 


(From the Nuffield Department of Anaesthetics, Oxford) 


The cause and prevention of post-anaesthetic nausea . and 
vomiting are still as tantalizing and baffling a problem to us as 
they were to Hewitt (1893), whose words—"* unfortunately our 
knowledge is very scanty, far scantier than it should be upon 
such a subject "—still apply to-day. We do know, however, 
some of the factors which are concerned in the production of 
this disagreeable feature of the recovery period. To mention 
but a few: a liability to vomit (e.g., travel sickness), the site 
of operation and the dexterity of the surgeon, the anaesthetic 
agent and how it is administered, and in some cases morphine, 
which cannot be excluded as a causal factor. 

The nausea and vomiting which are a prominent feature of 
pellagra (Sydenstricker et al., 1938), and that which occurs 
during sulphonamide (McGinty et al., 1939) and radiation 
(Graham, 1939) therapy, are markedly relieved by nicotinic 
acid. A pilot experiment was planned to study the effect which 
this substance has on post-operative sickness. 

Nicotinic acid is the precursor of the pellagra-preventing 
(P-P) factor of the vitamin B, group, and is the active biological 
group in the coenzymes I and Il. It is concerned in the promo- 
tion of cell oxidation and the efficient metabolism of the cells 
of the gastro-intestinal tract. It has been shown that its adminis- 
tration increases the motility of the stomach and intestines 
(Crandall et al., 1939). 

The cases in this experiment were divided in rotation into 
the following three groups :—Group A: Pre-operative and post- 
operative—nicotinic acid 50 mg. two-hourly by mouth for two 
days before operation, and after operation as in Group B. 
Group B: Post-operative only—nicotinic acid 50 mg. two-hourly 
by mouth as soon as conscious, and this routine continued until 
nausea and vomiting ceased. Group C: Control group. 

Premedication consisted of morphine gr. 1/6 and atropine gr. 
1/100. The patients were anaesthetized as follows. A small 
dose of pentothal (0.2 to 0.3 g.) was given to produce uncon- 
sciousness, and this was followed by ‘ethyl chloride, and then 
ether and air from an Oxford vaporizer. The anaesthetics were 
all administered by the same anaesthetist. In the recovery 
period morphine was given if the patient was in pain or was 
restless, The operations were routine hospital lists, and if 
any bias was shown in their selection it was in the direction 
of abdominal operations. None of the operations were 
emergencies. 

It is difficult to assess the disability of a patient due to nausea 
or vomiting. We felt that, rough measure though it might seem, 
an accurate impression is conveyed in terms of bouts of 
vomiting. 














Taste I 
| Did | Ito3 | Over4 
Nicotinic Acid Total! not | Bouts of Bouts of 
Vomit | Vomiting | Vomiting 
Pre- and post-operative ad- | 29 | ot 
Group A ministration (750-900 mg. 
per patient) 
Post-operative administration 30 | 7 | 15 8 
Group B only (300-S00 mg. per 
patient) 
Group C Control a0 ai + | 30 6 15 9 
Totals a | 89 | 23 | 4i 23 


On the basis of these figures the x’ test shows the difference due 
to nicotinic acid to be statistically insignificant. 

Table II is a rearrangement and simplification of Table I to 
show the difference between those to whom nicotinic acid was 
given and the control group. 

The x* test (with Yates’s correction) shows no significant 
difference due to nicotinic acid. However, in those who had 
been given nicotinic acid there is a slight trend in the direction 
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of no vomiting at all, and, in those who did vomit, towards a 
reduction in incidence of post-operative vomiting. 








' Taste II 
a ut | aait 
Did not Vomit | Vomited | 
Treatment Post-operatively Post-operatively Total 

Nicotinic acid | 17 (28-8%) 42 (71-2%) 59 

Control 6 (20%) 24 (80%) 30 

a. 23 | 66 | 89 
Summary 


The effect of nicotinic acid on post-operative vomiting was studied 
in two groups of patients. In one group it was given both pre- 
operatively and post-operatively, and in the other as post-operative 
treatment alone. 

The doses were 50 mg. two-hourly. 

A contro! series was studied. 

In all three groups as many factors as possible were kept constant. 

No statistica'ly significant effect on the incidence of post-operative 
vomiting was observed as a result of administering nicotinic acid. 


We wish to thank Stuart Cowan, D.Sc., for his help and advice. 
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A Case of Generalized Vaccinia treated by 
Convalescent Vaccinia Serum 
The following account will be of some interest as the adminis- 


tration of convalescent vaccinia serum for the treatment of 
generalized vaccinia has not been previously recorded. 


Case ReEcorRD 


A female infant aged 6 months was vaccinated on Aug. 27, 1943. 
Government lymph was used, and subsequently the Director of the 
Government Lymph Establishment reported that 23 other infants 
had been vaccinated with the same batch of lymph and no com- 
plaint of untoward results had been received by him. One insertion 
was made. By the time of inspection, a week later, a single small 
vesicle had developed and the vaccinia seemed to be running a 
normal course, but 10 days after vaccination the site became inflamed 
and indurated, vesicles appeared on the head and thorax, and the 
eruption then became general. The child was feverish, she became 
lethargic, and her condition deteriorated, and on Sept. 11 the local 
medical officer of health, having been called in to see the case, made 
arrangements with one of us (G. C.) for her immediate admission 
to the Poole Infectious Diseases Hospital at Alderney. He was 
advised to report the occurrence of generalized vaccinia and the 
gravity of the patient’s condition to the Ministry. He did so by 
telephone, and to the medical officer (A. A. J.) who received the 
message the circumstances seemed suitable for a trial of convalescent 
vaccinia serum as suggested by Gordon (1941). A stock of this type 
of serum donated by successfully vaccinated healthy young adults 
about one month after the performance of vaccination has been 
placed by the Director-General of Army Medical Services at the 
disposal of the Ministry for use in civilian cases of post-vaccinial 
encephalitis. It is stored at the Government Lymph Establishment, 
and from there dried serum and a quantity of pyrogen-free water 
sufficient as a solvent to make 20 c.cm. of the serum were dispatched 
to Poole by rail. 

On admission to hospital the child was in a toxic condition and 
appeared to be dangerously ill. She was pale, limp, and lethargic, 
and was roused with difficulty. She did not cry except when the 
injections were given, and then only half-heartedly. A slight cough 
was present and the stools were green. There was a sero-purulent 
conjunctivitis and the right eye was almost closed, the eyelids— 
eee J the right upper, on which there was a septic pustule— 

ing oedematous. Twitching of the right side of the body was 
noticed. The temperature was 100°. On the trunk, limbs, face, 
and scalp there was a pustular rash resembling in character that of 
smallpox, but more profuse on the scalp than elsewhere. The 
vesicles and pustules were about a quarter of an inch in diameter. 
An area approximately one and a half inches in diameter centring 
on the vaccination site was inflamed and indurated, and the site 


a 
itself was pustular and exuding sero-pus freely. That night 3 c 

of the serum—the dose regarded as appropriate to the age on 
patient—was injected intramuscularly. The temperature fell to Gs 
normal during the night and the child appeared less toxic, byt = 
day (Sept. 12) the temperature rose to 101.4°. he rash a 

to be drying up on the trunk, but on the head and in the folds 
the neck was still moist; the eyes had not ceased discharging, 1 
were less oedematous. On that evening 4 c.cm. of serum was »j 
intramuscularly. The next morning the temperature was 102° 

in the afternoon a change was evident: the temperature bes 
normal, the lethargy disappeared, and by evening the child ap 

to be better. That night she slept well, and by the mo 

Sept. 14 she looked bright and normal. It was noticed that 
pustules were drying up and crusting, and that the reaction round 
the vaccination site was subsiding. The temperature remained 
normal during the rest of her stay in hospital; the rash, however 
being septic, was slow in healing, but by the end of October all 
the lesions had completely healed. Faint scarring was left on 
face and scalp. The general condition of the child on discharge 
from hospital was excellent. 


COMMENT 


The presence of encephalitis has been considered. The 
chance of the concurrence of such rare conditions as Post- 
vaccinial encephalitis and generalized vaccinia is remote but 
the possibility exists. Less than a dozen cases have ‘been 
published ;-most of them are not substantiated, and the few 
that may be accepted are not rigidly unequivocal (Jubb, 1943), 
As to the present case, the concurrence of encephalitis is not 
to be readily presumed, for though encephalitis is not 4 
characteristic of generalized vaccinia the sensitivity of the 
infant central nervous system to febrile and toxic states is 
well known, and that could have been the explanation here 
So, while encephalitis may not be entirely excluded, we prefer 
to regard the case as one of generalized vaccinia in which the 
toxaemia disappeared quickly after the administration of 
serum containing specific antibody. That the serum favour- 
ably influenced the rash and accelerated its decline is suggested, 
but-the condition of sepsis no doubt prevented any striking 
confirmation of this effect. 

GeorGce CuHesney, M.D.. D.P.H., 
Medical Officer of Health, Borough 
and County of the Town of Poole. 
A. A. Juss, M.D., D.Sc., 
A Medical Officer of the Ministry of Health. 


REFERENCES 


Gordon, M. H. (1941). British Medical Journal, 2, 822. 
Jubb, A. A. (1943). Ibid., 1, 91. 


Control of Crab Lice 


Crab lice (Phthirius pubis) present a troublesome though minor 
problem, and most of the usual methods for dealing with them 
are inefficient and also necessitate shaving, with subsequent dis- 
comfort to the patient. Organic thiocyanates have been shown 
to be very effective against head and body lice (Busvine and 
Buxton, B.M.J., 1942, 1, 464). These chemicals are also lethal 
to crab lice. Two substances—lethane 384 special and technical 
lauryl thiocyanate—have been used against head lice. The first 
of these is rather irritant to the human skin and causes great 


discomfort when applied to the genitals, so it is not suitable for © 


An emulsion of technical lauryl thiocyanate 


treating crab lice. : 
The emulsion 


caused little discomfort and was very effective. 
was made up as follows: 


Lauryl thiocyanate 50 mils 
Lanette wax S.X. .. 20 g. 
Water 950 mils 


The lanette wax was melted on a water bath, the lauryl 
thiocyanate added, and the mixture heated to.a temperature 
of between 60° and 70° C. The mixture was poured into 
the water, previously heated to the same temperature, and 
stirred until cold. 


In all, 177 patients suffering from crab lice were treated with 
the emulsion, which was applied to the affected areas; the 
hair was never shaved. One application only was given, 
this took under 10 c.cm. of the emulsion. The clothing and 
bedding of each patient were disinfested. No single relapse 
occurred in the 177 cases so treated. It should be remembered 
that crab lice may be found on hair on any part of the body 
and not only in the pubic region. 

“ Technical lauryl thiocyanate ” is a commercial product, and 
not a pure substance ; all batches may possibly not be equally 
effective insecticides. 


Sorby Research Institute, Sheffield. KENNETH MELLANBY, Sc.D. 
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PSEUDO-SCIENCE AND THE ART OF MEDICINE 


Nervousness, Indigestion, and _ Pain. By Walter C. Alvarez, M.D. 

(Pp. 488. 25s.) London: William Heinemann. 

It is to be hoped that this timely book will carry the more 
weight because the author of An Introduction to Gastro- 
enterology cannot be suspected of indifference to the claims 
of the laboratory. In the present volume, entitled Nervousness, 
Indigestion, and Pain, Prof. Alvarez castigates a pernicious 
tendency in modern medicine to rely unduly on laboratory 
tests to the neglect of clinical investigation. We may justly 
hope that this abuse does not flourish here to the extent he 
indicates it prevails in the United States, but if we say we 
are without sin in that respect we deceive ourselves. What 
could be worse than such an. occurrence as this: ‘* Much- 
travelled patients have told me of their experiences with one 
busy consultant after another who did not say ten words to 
them until every conceivable test had been made by laboratory 
workers, roentgenologists, and specialists. Then the doctor 
glanced over the pile of reports, commented on the positive 
findings, promised to mail a copy of the record, gave a pre- 
scription or two, and led the way to the door.” This is solemn, 
pseudo-scientific quackery. Many of such tests were carried 
out by “ laboratory girls,” who, we gather, are not fully trained. 
What leads to such a state. of affairs? Partly it is the outcome 
of a machine-minded age. As the late Dr. Crookshank 
sarcastically remarked, “ What the patient says is not evidence ; 
what a lever traces on a smoked drum is evidence.” Partly 
it is done to impress the patient and largely to shelve responsi- 
bility ; also there can be little doubt that it is often in answer 
to the patient’s demands. Particularly this is likely to be the 
case with a psychoneurotic who dreads the verdict of “just 
nerves” so much that he or she is insistent on a physical 
cause being found. But this does not excuse the omission to 
make a routine clinical examination. In one case described 
all sorts of tests were done, but not a blood count; nor was 
the abdomen palpated till the patient went to a good general 
practitioner, who at once felt a large spleen, looked at a blood 
film, and in a minute diagnosed leukaemia. Another vicious 
plan is to carry out all the tests when at the outset the cause 
had been found, such as a carcinoma of the stomach or rectum. 

One feels that there must be something fundamentally wrong 
with an education which can permit this state of things. 
Prof. J. A. Ryle has indicated one important factor. When 
a new patient is admitted the chief assistant and house-physician 
try to collect all the evidence they can before the arrival of 
the visiting physician. It is important that the chief should 
first go over the case from a purely clinical standpoint, and 
push the diagnosis as far as he can before he allows the 
laboratory reports to be looked at. Actions speak louder than 
words, as we know, and when the student observes the order 
in which his superiors proceed he naturally puts the emphasis 
in the wrong place. What they seem to think important must 
be so to him. The result of such methods is familiar to most 
examiners. Recently out of 50 candidates asked the simplest 
way to distinguish between obstructive and non-obstructive 
jaundice only three said they would look at the stools; all 
the others said they would have a Van den Bergh test done. 
A test of doubtful validity as opposed to a simple conclusive 
observation. Candidates often refuse to diagnose a straight- 
forward case of aortic regurgitation without a Wassermann 
reaction, and will ask for an electrocardiogram without feeling 
the pulse. When directed to do so it seems to convey no 
information to them. One could multiply examples. At the 


present time expense is often a deterrent to the performance: 


of tests that are not really necessary, and we may well speculate 
on what may happen if that expense is charged to the taxpayer. 

This is not scientific medicine, and the art of medicine is 
not, as some correspondents to our columns have con- 
temptuously maintained, merely a good bedside manner. It 
is an acquired skill in assessing the whole personality and 
outlook of the patient. And the book before us is full of 
good advice on that aspect, some of which might seem rather 
elementary and naive if the earlier sections had not shown 
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how urgent is the need for it. The prime importance of taking 
a full history is emphasized repeatedly ; most physicians find 
that with increasing experience they devote a larger part of 
their time with their patients to this, and they can carry out 
an adequate examination in a shorter time. The author calls 
attention to one melancholy result of failure to elicit all the 
factors in the history: the light-hearted way in which his 
surgical colleagues open the abdomen repeatedly for vague 
pains without proper inquiry into psychological factors. 

It is sometimes complained that students are not sufficiently 
informed as to the proper approach to a sick person and the 
management of the environmental conditions. This book will 
give them much practical help on such points. But it is 
salutary reading for all practitioners as showing that pseudo- 
science can harm medicine as much as any of the superstitions 
of the past. Each chapter is headed by several pertinent 
quotations. We will present the author with a motto which 
would serve for the whole book—*In clinical medicine the 
laboratory is a good servant but a bad master.” 


W.L.-B. 

OPERATIVE SURGERY 
Modern Operative Surgery. Edited by G. Grey Turnm. Vol. Hl. (In two 
volumes.) Third (Pp. 2,236; illustrated. 55s.) London: 


edition. 

Cassell and Co. . 
It is now nearly ten years since the second edition of Modern 
Operative Surgery was published, and twenty years since the 
first edition appeared under the editorship of H. W. Carson. 
During that time it has established itself as an authoritative 
work, which is recognized as being truly representative of sane 
British surgery. While the second edition was in preparation 
the original editor died and the work was completed by 
Prof. Grey Turner. He continues as editor of the third edition, 
the second volume of which is now under review. For the 
most part the authors of the various sections are unchanged, 
but neurosurgery is now in the hands of Prof. Jefferson, 
Mr. Ogier Ward writes on the bladder and prostate, Mr. Negus 
on the upper respiratory passages, Mr. Gardham on the mouth 
and tongue, while the gynaecological section is by Mr. Rivett. 

In general the book may be described as well balanced both 
in matter and in outlook. The authors have carefully avoided 
the temptation to make it a mere catalogue of all possible 
operations and have devoted their space to a detailed account 
of the workaday operations of general surgical practice. This 
is all to the good, for it makes the volume extremely valuable 
to the more junior surgeons who have scarcely enough experi- 
ence as yet to justify individual opinions or methods, and to 
older surgeons who may find themselves called upon to perform 
operations a little outside their usual sphere. The opinions 
expressed are quite sound; whether it be in the choice of 
procedures or in estimating prognosis, there is little in the 
advice given at which any broadminded surgeon would cavil. 
The general standard of the information in all sections is so 
high that it would be invidious to pick on one for special 
mention, yet the reviewer was particularly impressed by the 
quality of the entirely new chapter on neurosurgery. Here the 
general surgeon will find an excellent epitome of the modern 
surgery of the brain, in which all the salient points are 
adequately described. It is a chapter displaying that breadth 
of view which one associates with authors who have a wide 
general experience in addition to their specialized knowledge 
of a particular subject. 
» The illustrations throughout the book are numerous and 
of high quality ; the production is much better than would be 
expected in these days of quantitative and qualitative paper 
restrictions. 


UNIT MEDICAL RECORDS 


Unit Medical Records in Hospital and Clinic. By Dorothy L. Kurtz. 

(Pp. 110. $2.00 or 13s. 6d.) New York: Columbia University Press ; 

London: Oxford University Press. 
There are three parts to any efficient system of medical record 
keeping. The first is the actual writing of the notes. The 
second is the affixing of a diagnosis and the preparation of 
indexes of names and diagnoses. The third is the presentation 
of the individual record in a convenient and accessible. form. 
It is with the third of these things that this book deals, 
Medical records will become increasingly important in this 
country with the development of health centres and the estab- 
lishment of a national consultant service. Miss Kurtz outlines 








722 May 27, 1944 


NOTES ON BOOKS 


BRITISH 
MEDICAL JOURNAL 





a system in which the notes on all the admissions of a patient 
to a hospital are bound together, and all these notes—in-patient, 
out-patient, and follow-up—are arranged in chronological 
order. This seems easy in theory, but in practice it is extremely 
difficult if the note is to be continuously and easily accessible. 
It will rarely be possible to duplicate exactly the system 
followed at the Presbyterian Hospital, from which this book 
comes, for much depends on the physical structure and lay- 
out of the clinic or hospital. But a very great deal can be 
learned from their 25 years’ experience. 

We have long recognized the ‘need for instruction. in the 
taking of medical case histories both as a training in accurate 
observation and as a means of recording what has happened 
to the patient. We have been slower to learn that much of 
the value of this material is wasted if it is not accurately indexed 
and filed. A detailed note of a single patient’s admission to a 
hospital may cost at least £1 if the cost of paper, typing, 
records clerks, overhead charges on equipment, etc., is fairly 
assessed. Many people, lay people especially, wonder whether 
this money is well spent. Its first value is to the patient, 
particularly if he comes again under medical treatment and 
reference must be made to his previous illness. We have 
also mentioned the value of the note as a professional discipline, 
whether the writer is a student or a qualified practitioner. The 
third use of the note is as the source material for morbid 
statistics. Finally, it may ‘have value for clinical research, 
though we agree with Miss Kurtz that material for clinical 
research is more likely to be obtained from current than from 
past records. Research, in fact, depends on planned seeking. 
For all these reasons accurate detailed notes and practicable 
filing systems are essential. The Americans have found it 
desirable to create an association of medical record librarians 
to advance and standardize the quality of medical records, 
and some such ancillary profession seems a necessary corollary 
to the co-ordination and up-grading of hospital treatment 
which are taking place in this country. Record keeping, like 
business management, is something that has to be learned, and 
Miss Kurtz has written an indispensable textbook. 








Notes on Books 


The monograph by Dr. HuGo RoesLer Clinical Roentgenology 
of the Cardiovascular System was noticed in these columns on its 
first appearance in 1937, when we said that it bore the stamp of 
careful thought and personal observation and showed on every page 
the author's intense interest in his subject. A second edition has 
now been published by Charles C. Thomas of Springfield and Balti- 
more and is distributed in Britain by Baillitre, Tindall and Cox at 
41s. The steady progress in this field of medicine is reflected by 
the many additions to the text and to the bibliographies at the end 
of each section. Dr. Roesler expresses his acknowledgment for much 
help received from colleagues connected with Temple University 
Hospital and Medical School, Philadelphia. 


A little slimmer than usual, and manufactured according to war- 
time rulings, the 1943 Year Book of Pediatrics (Chicago: The Year 
Book Publishers ; $3.00), edited by Prof. I. A. Ast with the collabora- 
tion of Prof. A. F. Ast, makes a welcome appearance. It sum- 
marizes available literature—and the qualifying adjective excludes 
apparently all French, Scandinavian, Dutch, Belgian, and German 
periodicals. Perhaps for this reason articles which have been 
published in England seem more numerous than usual this year. 
The annotations chosen are grouped in over twenty sections and 
there are 76 illustrations. A subject-index and an index to authors 
complete the volume. The editorial comments are succinct and 
valuable, and a high standard of critical writing characterizes the 
whole book. Those interested in the health of children as well as 
in disease problems, common and rare, will find much of interest 
in this popular annual. 


It is possible for a doctor to get a wider view of a cross-section 
of conditions and different types of prisoner-of-war life than others 
who are destined to stay for long periods in one camp. The Sun 
Stood Still, by J. C. MustarpEé (The Pilot Press; 8s. 6d.) describes 
the experiences of a doctor who has moved from various camps 
and hospitals in both North Africa and Italy, and has thus had a 
broad insight into what actually goes on in these places. It gives 
the impression of being a just and accurate account of what it really 
is like to be a prisoner of war, without undue exaggeration for 
propaganda reasons, or camouflage due to the typical British habit 
of understatement. It is interspersed by gems of poetry, simple 


a 
but none the less philosophically profound. The vein of humour 
which runs throughout makes it a pleasure to read. Dr, Mustardé 
has lifted the veil from prison-camp life in such a vivid and delicate 
manner that anyone who wishes to know how the other half lives 
can be strongly advised to read this book; but it is also of special 
value to those interested in prisoner-of-war problems. 
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A TRANSFUSION STANDARD 
Dr. V. H. Cooper (Loughborough) writes : 


The type of transfusion standard described and illustrated 
here has been used in the local hospital and may perhaps 
be worth noting. 

This standard consists of a | in.x1 in. wooden upright § ft 
in length, with a hook screwed into the head, or if elaboration 
is required an angle bracket with a loop at the free end, as 
shown in the illustration (the photograph shows this type of 
bracket merely because some were available ; they are a refine. 
ment, not a necessity). At the lower end of the upright are 
two holes through which run bolts with thread and wing nuts 
at one half and bent distally in the form of a hook ; these bolts 
aré about 16 in. apart (see sraaller photograph inset on the left), 

By unscrewing the wing nuts the standard can be quickly 
slipped on the uprights of the hospital type of beds at any 
corner, top left or right for right or left arm, or bottom left or 

















right for left or right leg, and then the wing nuts are rescrewed 
to requisite tightness to fix the standard to the bed. The 
standard can be varied in height in different hospitals according 
to the minimum head-room present, so that should the standard 
be affixed to a trolley, in the event of a transfusion being given 
in some place other than in the ward—i.e., operating theatre— 
the apparatus does not foul doorways, etc., when the patient 
is moved about. a 

The advantages of this standard are: (1) Its cheapness, simpli- 
city, and ease of making. (2) It can be used for either arms oF 
legs, unlike wall fixtures. (3) Being near the limb it requires 
only a comparatively short length of tubing and there is con- 
sequently less tendency to kinking, etc. (4) It is stable and 
therefore cannot be overturned like some standards. (5) It's 
moved with the bed, and therefore cannulae are not so r 
pulled from the vein ; it is also more convenient for nursing. (6) 
It can be fixed to the theatre trolley and transfusion given in 
leg while the operation is proceeding, so that on transit the level 
of the bottle and its relation to the patient are constant and 4 
regular flow of fluid is maintained. (7) Unlike wall fixtures only 
a few are needed. 
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PSYCHIATRY AND SOCIETY 


The White Paper on medical services says little about 
mental health; but it is admittedly a skeleton, or (less 
ominously) a clothes-horse, waiting to be decked with the 
intimate detail of material which will display its whole 
significance to the large family that resides in our island 
home. Perhaps if it had been remembered that the total 
number of beds that has to be provided for the major 
sort of mental illness is comparable to the total number 
of beds provided for all other forms of illness put together 
the authors of the White Paper might have felt obliged 
to say more even at this stage; but perhaps they were 
comforted by the thought that these beds were held mainly 
under the jurisdiction of local authorities. In Scotland, 
however, the voluntary or Royal hospitals provide for no 
fewer than a fourth of the total number of mental invalids. 
It is perhaps in consequence of this unequalled voluntary 
effort that it is from Scotland, in the annual report by 
Prof. D. K. Henderson on the work of the Royal Edin- 
burgh Mental Hospital, that there comes a plea that mental 
and nervous disorder should be given consideration equal 
to that accorded to physical ill-health. It is not without 
significance for the planning and the organization con- 
templated in the White Paper that Prof. Henderson's plea 
met with instant recognition in the columns of our con- 
temporary the Scotsman. The coexistence within a com- 
pact community such as Edinburgh of autonomous bodies 
like the Royal Hospital and an independent and locally 
representative newspaper probably makes more readily for 
mutual appreciation than would be possible in a highly 
centralized organization, divided as it would have to be 
geographically in its general administration from most 
of the communities it was designed to serve. Personal 
contact is the great catalyst of progress. 

Prof. Henderson, mindful that the mental hospital in- 
patient represents only a fraction*of the field of psychi- 
atric medicine, and that reliable estimates have placed the® 
incidence of psychogenic illness as a whole at anywhere 
from a sixth to a third or more of all the ailments the 
family doctor meets in his daily round, looks further and 
sees that doctors with training in psychological medicine 
may be destined to play a part in furthering the stabiliza- 
tion and solidarity of the community. In this, the Scotsman 
suggests, he would be walking hand-in-hand with the poli- 
tician—“ no bad thing, as politicians exist who are less’ 
skilled in the appreciation of social behaviour and 


emotional reactions than they might be.” That this is 
so few will deny, but they will also be disposed to ques- 
tion the psychiatrist's qualifications for this ambitious and 
anxious role. His claim is based partly on the fact that 
he is predominantly concerned in his daily work not with 
the “ manifest content,” as he would call it, of what people 
say nor with the ostensible reasons for what they do, but 
with their underlying motives, which are often so very 
different from their professed intentions. How important 
this can be for politicians is lucidly shown in a recent 
book on the psychology of politics, in which Mr. James 
Burnham, using psychiatric principles, declares that the 
laws of political life cannot be discovered by an analysis 
which takes words and phrases, either spoken or written, 
at their face value. “ Logical or rational man plays a 
relatively minor part in political or social change. Non- 
logical man, spurred by environmental changes, instinct, 
impulse, interest, is the usual social rule.” The opposing, 
more orthodox, view “ has conceived history as the rational 
attempts of men to achieve their goals.” 

It is a curious fact that until the advent of dynamic 
medical psychology, textbooks of “ pure” psychology were 
almost devoid of information or even of speculation about 
human motives. Knowledge of this kind has until recent 
years been reserved for men of the world. There is 
no reason, however, to suppose that this worldly wisdom 
cannot be comprehended scientifically, and more exactly 
and usefully. The scientific study of motives, tempera- 
ments, and attitudes is the subject-matter of psychological 
medicine, which, beginning with the exaggerated and more 
easily detected processes of disease, is now, especially 
under the impact of war, coming to be concerned with the 
normal person and his aptness for special tasks, such as 
holding a commission or flying an aircraft; in brief, with 
“ positive health” in the mental field, in the same way as 
general medicine is being stimulated in the maintenance of 
physical fitness. 

The Scotsman, referring in particular to the psychiatry 
of politics, says with truth that “ the undertaking of such a 
delicate social therapy and surgery will require an intel- 
lectual, a scientific, and a humanistic endowment, on the 
part of those engaged in such work, of a very high calibre.” 
It is of the utmost importance, if psychiatry is to play its 
proper part in: building up and maintaining the health of 
the community, that it should attract recruits from among 
those with the best brains and the soundest character in the 
medical profession. Special attention must therefore be 
paid to making a thorough training in psychiatry as readily 
available to the aspirant as are facilities for study in 
other branches of medicine. Such institutions as the 
Maudsley Hospital, the Tavistock Clinic, the Cassel Hos- 
pital, and the Burden Neurological Institute have already 
done much in this way. Prof. Henderson has long advo- 
cated the institution of psychiatric clinics in general hos- 
pitals in this country ; and the opening, after a delay due 
to war exigencies, of the first ad hoc psychiatric clinic in 
a general teaching hospital in this country, the York Clinic 
at Guy’s Hospital, signalizes the beginning of an additional 
type of hospital provision that is needed for the training 
of the psychiatrists and the nurses of the future. 
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TOXICITY OF THE DIAMIDINES 

On March 4 we recorded evidence suggesting that the 
trigeminal anaesthesia which since 1916 has been attri- 
buted to trichlorethylene was really initiated by a decom- 
position product, dichloracetylene. Now Sen Gupta! has 
described 17 cases of this condition arising among 104 
patients with kala-azar who have been treated with 
4: 4’ - diamidino - stilbene (stilbamidine). The symptoms 
complained of were sensory disturbances, dissociated 
anaesthesia, loss of light touch with preservation of the 
sense of pain and temperature, over parts of the area sup- 
plied by the trigeminal nerve. There were no nerve lesions 
elsewhere. The dissociated anaesthesia locates the lesion in 
the principal sensory nucleus of the fifth nerve situated in 
the pons. There is no evidence of any danger to life, and 
after the paresis is fully established the tendency is to a 
slow recovery. The symptoms mostly appeared insidiously 
three to four months after cessation of the treatment. 

Hawking and Smiles? showed that stilbamidine when 


exposed to ultra-violet light gave a brilliant blue fluor- - 


escence which is visible down to dilutions of 1/1,000 
million. By this method they established that the sub- 
stance is absorbed in large quantities by living trypano- 
somes, and that in mice it is stored in the liver and kidneys. 
Henry and Grindley,* making use of this method, found 
that stilbamidine is absorbed by the red corpuscles. They 
also investigated the rate of excretion in two adult men. 
Each was given an injection of the drug, and the excretion 
was comparatively high in the first two samples of urine 
only. .Then followed a diminishing rate of excretion until 
after two and a half days it became undetectable. The 
total amoynt of drug excreted over this period was only 
10% of the amount injected. There is, therefore, no doubt 
that much of the drug is retained in the body; but the 
long latent period before the development of symptoms of 
trigeminal anaesthesia seems to suggest that these may be 
brought about by some decomposition product. There is 
certainly no obvious chemical relation between dichlor- 
acetylene and a 4: 4’-diamidino-stilbene ; but that they or 
their derivatives have a selective toxic action on a localized 
part of the central nervous system suggests that there may 
be some association. This may be a similarity in the 
molecular structure of the actual toxic substance which 
has so far not been established for either drug. Dichlor- 
acetylene is an extremely unstable compound,.and its 
behaviour inside the body will require further investigation. 
In 1938 King, Lourie, and Yorke* discovered that syn- 

thalin (decane diguanidine dihydrochloride) and related 
guanidines were actively trypanocidal, and later Ewins 
and his colleagues® isolated a series of aromatic diami- 
dines, of which the two most useful have proved to be 
4 : 4’-diamidino-stilbene (stilbamidine) and 4 : 4’-diamidino- 
diphenoxy-propane (propamidine). Stilbamidine has had 
an immediate cure rate of 98% in Indian kala-azar, and 
the proportion of cases relapsing after a single course of 

1 Ind. med. Gaz., 1943, 78, 537. 

2 Ann. trop. Med. Parasitol., 1941, 35, 45. 

8 Ibid., 1942, 36, 102. : 


4 Ibid., 1938, 32, 177. 
5 J. chem. Soc., 1942, 103. 








treatment is very low. Thrower and Valentine* 
that, besides the action of these drugs in kala-azar and 


other protozoal diseases, propamidine possessed bacterio. 


static and bactericidal activity against Staph. aureys and 
8 haemolytic streptococcus. MclIndoe,’ Morley,* Kohns 
and Butler,'® with their colleagues, have reported s004 
results from its use in the treatment of wounds and burns 
if the methods they described are accurately followed ; ang 
Valentine'! records that a 0.1% solution rapidly cup 
Morax-Axenfeld infections of the eye. Apart from logy 
necrosis and irritation of adjacent skin when used in high 
concentration, no toxic reaction has been reported in map 
after the use of propamidine ; but this is probably dy 
to its use mostly by local application. Its effects in animals 
are like those caused by other diamidines. 


Besides the late toxic manifestations described above the | 


intravenous injection of stilbamidine is accompanied by 
unpleasant reactions. These immediate reactions can be 
divided into mild, moderate, and severe. Mild reactions 
are a burning sensation over the body, flushing of the face, 
and slight giddiness ; moderate reactions combine these 
symptoms with vomiting, epigastric distress, dyspnoea, 
feebleness of pulse, and sweating; finally, in severe 
reactions the patient collapses with a steep fall in- blood 
pressure and loss of pulse at the wrist. These reactions 
have, happily, so far not proved dangerous to life, and 
can be prevented to a great extent and cured by adrena- 
line ; Wien'? showed that the fall in blood pressure can 
be avoided by a previous injection of calcium gluconate, 
Devine'* has described the toxic action of stilbamidine on 
the liver and kidneys in rabbits; these animals showed 
transient hyperglycaemia and marked nitrogen retention, 
but death took place in hypoglycaemia. Wien, Freeman, 
and Scotcher'* confirmed these findings, and further 
showed that in dogs and rabbits the serum calcium and 
potassium levels both fell within a few hours. Certain 
patients with Sudanese leishmaniasis treated with stilb- 
amidine developed vomiting and loss of weight some 
months after the disease had been cured. Some of them 
died with signs suggesting hepatic failure. Fulton and 
Yorke'® showed that solutions of stilbamidine under- 
go a change when exposed to light which greatly increases 
their immediate toxicity for mice, and thought that this 
may have been the cause of these mishaps. 

The diamidine group of drugs are undoubtedly a valu- 
able addition to chemotherapy. They may replace the 
antimony group and tryparsamide in the treatment of kala 
azar and sleeping sickness, especially since these drugs are 
not any less toxic. Propamidine deserves a much wider 
therapeutic trial in the treatment of wound infections that 
*it has so far received. At the same time there is a larg 
field of investigation to complete the story of the toxicily 
and metabolism of these drugs. 


6 Lancet, 1943, 1, 133. 

7 Ibid., 1943, 1, 136. 

8 Ibid., 1943, 1, 138. 

9 Ibid., 1943, 1, 140. 

10 Tbid., 1943, 2, 73. 

11 Jbid., 1944. To be published. 

12 Ann. trop. Med. Parasitol., 1943, 37, 1. 
13 Ibid., 1938, 32, 163; 1940, 34, 67. 

14 Ibid., 1943, 37, 19. 

15 Ibid., 1942, 36, 134; 1943, 37, 48. 
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DIAMIDINE COMPOUNDS FOR KALA-AZAR 


For many years pentavalent antimony compounds have 
been successfully used in the treatment of kala-azar, and 
in India many thousands of cases have been so treated 
with a very high percentage of cures. Recently, as the 
outcome of the work of the late Warrington Yorke and 
his collaborators, certain aromatic diamidine compounds 
of a non-antimonial character have also been found effec- 
tive against this disease. Among compounds of this latter 
kind that have been successfully tried are 4 : 4’-diamidino- 
stilbene (stilbamidine), 4 : 4’-diamidino-diphenoxy-propane 
(propamidine), and 4 : 4’-diamidino-diphenoxy-pentane. In 
a recent communication’ Napier and Sen Gupta give a 
careful and valuable analysis of the result of treatment by 
them of 32 cases of Indian kala-azar by the last compound, 
and in the same number of the Indian Medical Gazette 
the latter author has discussed in an initialled editorial 
the present position in respect to treatment by these new 
drugs and the pentavalent antimony compounds hitherto 
in general use. Of the 32 cases treated by Napier and 
Sen Gupta 21 are classed as “ordinary” and 11 as 
“ resistant” cases. 
in which an ordinary efficient course of treatment (in the 
present case mostly by antimonial compounds) has failed 
to effect a cure, or which showed a relapse after a full 
course of treatment. In the result 19 of the ordinary cases 
and 10 of the resistant cases were apparently cured, though 
at the time of writing none of them had been under obser- 
vation long enough to exclude all possibility of relapse. 
In one case only was the drug entirely unsuccessful, though 
two full courses of injections were given. A _ notable 
feature was that intravenous administration of the drug 
was unattended by any serious or alarming “ side effects,” 
the immediate reactions to injections being similar to, but 
very much milder in degree than, those occurring after 
diamidino-stilbene. Further, no case resembling post- 
diamidino-stilbene neuropathy* was encountered. (The 
‘toxicity of the diamidines is discussed in a leading article.) 
What are the advantages and disadvantages of diamidino- 
diphenoxy-pentane as compared with treatment by anti- 
monial compounds and diamidino-stilbene ? These are 
discussed by Sen Gupta in the editorial referred to. In 
the first place the pentavalent antimonial compounds have 
been found to cure about 95% of cases in India and are 
noted for their ease of administration and the extreme 
rarity of unpleasant reactions. For treatment of the great 
majority of ordinary cases of kala-azar these therefore 
still remain the drugs of choice. But for the treatment 
of those cases that do not respond to the pentavalent 
antimonials (the resistant cases), whether in India or in 
the Sudan, diamidino-stilbene is indicated. Diamidino- 
diphenoxy-pentane possesses a well-marked curative action 
in kala-azar, in both the Sudan and the Indian forms, but it 
is less efficient than diamidino-stilbene. In the Sudan it 
has an immediate cure rate of 75%, and for the Indian 
torm a little higher, as against 95-98% for diamidino- 
stilbene. Further, as is evident from the cases now 
recorded by Napier and Sen Gupta, it does not eliminate 
the difficulty of the resistant case, though a resistant case 
to one drug may not coincide with a resistant case to the 
other. But diamidino-stilbene has the disadvantage of pro- 
ducing unpleasant reactions, which diamidino-diphenoxy- 
pentane does not exhibit, making the former unsuitable 
for use except in hospital or where special precautions 
can be adopted. Both the analysis of cases treated by 
diamidino-diphenoxy-pentane and the editorial on the 


1 Ind. med. Gaz., 1943, 78, 177. 
2 Napier, L. E., and Sen Gupta, P. C., ibid., 1942, 77, 71. 





Resistant cases are defined as those ~ 





general question of the use of these new diamidine com- 
pounds, reflecting as they do the unique experience of the 
authors in this field, should be a most valuable contribu- 
tion to all who have occasion to treat cases, especially 
resistant cases, of this disease. 





VENEREAL DISEASE IN SCOTLAND 


The report on venereal diseases recently submitted by the 
Medical Advisory Committee (Scotland) for the most part 
follows generally accepted lines. After reviewing the statis- 
tics of incidence—including the naive statement that “ over 
the past four years at least 58,000 persons in Scotland were 
admittedly exposed to the risk of acquiring infection "— 
the committee recommends that the anti-V.D. campaign 
should include education, prevention, treatment, contact 
tracing, steps to reduce defaulting, and further legislation. 
Education should be intensified so as to reach the general 
public at large and the individual in particular : instillation 
of a healthy fear of V.D. is all to the good, and more 
use should be made of the Press. The problem is a moral 
as well as a medical one, and the Church should play its 
part by teaching that chastity is the only sure method of 
avoiding V.D. Education of the young is a very difficult 
problem, and the committee—very wisely, most will think 
—does not recommend sex teaching to young people of 
the 14-15 age group but rather “health” education. 
Instruction in sex matters and V.D. should be given at a 
later age, and by selected medical practitioners. Ignorance 
of venereal disease, what it is and what it may lead to, 
is one ‘of the great difficulties, and the responsibility for 
education and publicity should primarily be the duty of 
the Department of Health, which, however, will probably 
be glad to avail itself of the services of medical officers 
of health and voluntary bodies. 

The committee favours prophylaxis, but realizes that 
“other weighty aspects of the problem must be con- 
sidered before any final conclusions can be formed” ; 
here it is on very delicate ground, and many think 
that the disadvantages outweigh the advantages. Offi- 
cial approval of prophylaxis may engender a false 
sense of security and also offend the social and moral 
code. Is it practicable to provide it universally? Will 
it be used efficiently? May it not lead to increased pro- 
miscuity? And may it not produce latent disease diffi- 
cult to cure? These are some of the questions raised. 
On the side of medical organization stress is laid on the 
provision of laboratory facilities, which should be improved 
in both quality and quantity : here one is led to ask what 
proportion of serum tests for syphilis is carried out by 
really reliable pathologists experienced in the technique. 
More general blood testing for possible syphilis is needed, 
especially in pregnant women. Treatment centres should 
be improved and better distributed. The quality of the 
service leaves room for improvement both on the clinical 
side and as regards accommodation, waiting-rooms, etc. 
Clinics should be parts of general hospitals and not 
separate self-contained institutions. The patient should 
be treated with every consideration, and each centre 
should have a trained staff to deal with the sociological 
and epidemiological sides. The general practitioner must 
be included in any venereal disease scheme ; his interest 
in the problem should be aroused ; postgraduate courses 
and laboratory facilities should be available ; and medical 
students should be taught both the clinical and the 
epidemiological aspects of venereal disease as part of the 
medical curriculum. ; 

Tracing of contacts and the follow-up of defaulters are 
two very important sides of the campaign and should be 
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undertaken by the Department of Health itself. Merchant 
seamen are stated to have brought much venereal disease 
into Scotland, and present perhaps the most difficult prob- 
lem of all. Amenities should be provided in the ports, 
and treatment should be readily available. In this con- 
nexion a method—not mentioned by the committee—of 
dealing with early syphilis seems worthy of consideration : 
i.e., the twenty-day treatment with arsenoxide and bismuth ; 
the whole course is concentrated into a single period of 
three weeks, and the difficulty of getting injections at 
various ports is thus eliminated. 

The committee thinks that Regulation 33B serves a 
useful purpose. Its recommendation of “ notification,” 
even though anonymous, is likely to meet much opposi- 
tion, except so far as ophthalmia neonatorum and con- 
genital syphilis are concerned. Will a general practitioner 
notify his cases, and will he notify the M.O.H. when 
such patients default? In those countries where notifica- 
tion is compulsory the evidence that it works is inconclu- 
sive. It is not the known sufferers who apply for treat- 
ment which are the danger, but the infected persons who 
remain untreated. Nevertheless, the committee’s recom- 
mendation of compulsory notification was made after 
weighty consideration. There is no logical argument 
against notification if venereal diseases are to be regarded 
as communicable infections endangering the community 
as much as, if not more than, typhoid fever or measles. 
The real test is whether notification will or will not pro- 
mote control of these diseases. 





TYROSINE POISONING 


Tyrosine is a key amino-acid, essential for the biosynthesis 
of adrenaline, melanin, thyroxine, and the hormone of the 
posterior pituitary. There is some evidence, however, that 
in addition to its useful functions it may be indirectly con- 
nected with the pathogenesis of certain diseases. As a 
precursor of tyramine, which has a pressor action, it has 
been related to the causation of hypertension, while as the 
precursor of melanin it has been suspected as a factor 
responsible for the occurrence of primary cancer of the 
liver among coloured peoples. Disturbances of tyrosine 
metabolism in certain diseases have been noted. Thus 
Umber! and Weiss? commented on the urinary excretion 
of tyrosine in diabetes, hepatic diseases, and in the fre- 
quently coexisting pancreatitis. Bickel* also noted that 
tyrosine prevents glycogen storage in the liver, and pointed 
out its possible importance in the dietary management of 
diabetes. Litzka* observed that tyrosine reduces the blood 
sugar in patients with exophthalmic goitre, and Abelin,° 
- on the basis of animal data, recommended its administra- 
tion to patients with hyperthyroidism. Abelin claimed that 
tyrosine is rapidly metabolized and can be given in large 
quantities without ill effects. This view was supported by 
Abderhalden,® who took 50 to 150 g. of the substance with- 
out any apparent untoward effects. But later work by 
Hueper and Martin’ ® suggests the contrary. Rats given 
tyrosine developed purulent keratitis and redness and 
oedema of the extremities within a week or two and 
died shortly after. Post mortem there were degenerative 
necrotic and fibrotic changes in the pancreas, leading to 
destruction of both parenchyma and islet tissue. Degener- 





1 Umber, F., in Mohr, L., and Staehelin, R., Handbuch der inneren Medizin, 
Berlin, 1926, vol. 3, pt. 2, p. 1. 

2 Klin. Wschr., 1936, 16, 521. 

3 Ibid., 1939, 18, 178. 

4 Ibid., 1936, 15, 1568. 

5 Ibid., 1935, 14, 1777. 

6 Z. physiol. Chem., 1912, 77, 454. 

7 1. Hith. Rep. Wash., 1932, 47, 83. 

8 Arch. Pathol., 1943, 35, 685. 


a 
ative and necrotic changes were observed in the kidneys 
and inthe arterioles of the brain, heart, lungs, and kidneys 
there were swelling and hyalinization of the media and pro- 
liferation of the intima, associated. with focal haemorrhage 
necrosis, and glia-cell formation in the brain. There wae 
also evidence of hypertension. The association of diseases 
of the biliary system, pancreatitis, and diabetes with tyrosin- 
aemia in conjunction with the observations of Hueper ang 
Martin® suggests a possible connexion between these dis. 
eases and disturbed tyrosine metabolism. The degenerative 
arterial changes and hypertension may have been due to the 
formation of the vasopressor tyramine from tyrosine, or the 
conversion of the latter into abnormally large amounts of 
adrenaline or a vasopressor hormone of the thyroid or 
posterior pituitary. The observations of Hueper ang 
Martin should serve as a warning against the use of exces. 
sive amounts of tyrosine for therapeutic purposes, as jp 
the proposed treatment of thyrotoxicosis. Tyrosine is a 
normal constituent of protein and an essential factor jp 
nutrition. Toxic effects will not occur from the ingestion 
of the quantities present in a normal diet. 





CORNEAL DYSTROPHY 


Corneal opacities of non-inflammatory origin were Clearly 
recognized by Groenouw in 1890. The subsequent litera- 
ture brought, in the first place, confusion owing to the fact 
that different observers gave different names to opacities 
of this kind, and, secondly, some clarification from the 
recognition that the affection had hereditary features, 
being sometimes dominant in transmission and at times 
recessive. A much-needed clarification of the position 
came with an excellent monograph by Biicklers' in 1938, 
Summarizing the copious literature on the subject and 
reporting on 129 patients, he was able to correlate clinical 
and genetic factors and establish three forms of corneal 
dystrophy: (1) Recessive corneal dystrophy, appearing 
early in life and running a severe course, the corneal 
lesion being “macular” or “nodular ”—i.e., fairly gross 
opacities tending to cover the whole of the cornea. 
(2) Dominant reticular corneal dystrophy, running a less 
severe course, but still heavily affecting vision, the lesion 
consisting essentially of interlacing lines and nodules 
and tending to be confined to the centre of the cornea. 
(3) Dominant granular type, the mildest of the three 
varieties, in which there are irregular discrete granules 
tending to be confined to the centre of the cornea and 
generally not making their appearance till middle age. 
This classification was taken over by Franceschetti and 
Streiff in 1940 in their comprehensive article? on corneal 
dystrophies, and is also used by J. R. Mutch in a more 
recent publication’ in reporting an extensive family with 
dominant granular corneal dystrophy. The basis of these 
dystrophies is unknown, and Mutch was able to establish 


the negative fact that there is no correlation between cor- 


neal dystrophy and blood grouping. 

The attacks of pain and injection to which patients with 
the recessive nodular type and the dominant granular type 
are prone may make the diagnosis of corneal dystrophy as 
distinct from an inflammatory corneal reaction a matter of 
some difficulty. The clear recognition of these pitfalls 8 
essential if much futile and perhaps harmful treatment 
is to be avoided. So far the most helpful therapeutic 
approach, tentatively advocated by Franceschetti and 
Streiff, is corneal grafting for the more severe forms. 


1 Klin. Monatsbl. Augenheilk., 1938, Suppl. 3. 

2 Modern Trends in Ophthalmology. Edited by F. Ridley and A. Sorsby. 
London, 1940, pp. 415. 

8 Brit. J. Ophthalmol., 1944, 28, 49. 
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POSTPONEMENT OF ANNUAL REPRESENTATIVE 
MEETING AND PANEL CONFERENCE 


MINISTER OF HEALTH’S LETTER 


As announced in the Supplement this week (p. 121), the Annual 
Representative Meeting of the B.M.A., which was to have 
been held in July, and the Panel Conference fixed for June, 
have, at the request of the Minister of Health, been postponed. 
The following is the Minister’s letter : 


Ministry of Health, 
Whitehall, S.W.1. 


May 22, 1944. 


Sir,—I am directed by the Minister of Health to say that 
your letter of May 17 addressed to the Secretary of the Ministry 
of War Transport, regarding the holding of conferences at the 
present time, has been referred to him. Mr. Willink wishes 
me to say that, as stated in the recent Press notice, it is desired, 
in view of the difficulties of transport, to avoid the calling of 
conferences involving travel over long distances, and he greatly 
regrets, therefore, that the answer to your question must be 
that the proposed Conference of the British Medical Association 
in July should, in his opinion, be postponed. He fears that 
he must also express the same opinion about the Panel 
Conference which, he understands, has been arranged for 
June 28. 

The Minister naturally regrets any step, however unavoidable, 
which may delay discussions with your Association regarding 
the proposals in the White Paper for a National Health Service, 
but he hopes that it will be possible to arrange for the holding 
of the Conferences later in the year, and he will communicate 
with you again as soon as it is possible to inform you of the 
removal of the present restrictions. 

I am, Sir, your obedient servant, 
(Signed) ArTHUR N. RUCKER. 


Dr. Charles Hill, 


Secretary, ve 
British Medical Association. 








PROGRESS IN MENTAL HYGIENE 


A special meeting of the National Council for Mental Hygiene was 
held recently under the chairmanship of Lord Allness. The Duchess 
of Kent, the president of the Council, attended and said a few words 
on the important part which it had to play in reiation to the mental 
health of the people, especially in view of the accumulated strains 


of war. 

Dr. Heien Boyle, chairman of the Council, reca'led the little- 
known history of its foundation. It could be traced to the publica- 
tion in America of a book entitled A Mind that Found Itself, by 
C. W. Beers, in which the need for a central organization to give 
practical direction to ideas on the subject of mental hygiene was 
stressed. The result was the formation in America of the Com- 
mittee for Mental Hygiene, and following upon her own visit to the 
States just after the last war Dr. Boyle succeeded in getting people 
in Great Britain interested in the same idea, particularly Sir Maurice 
Craig, a pioneer in the treatment of early mental cases. Dr. Boyle 
referred to the advances in mental care signified by the Mental 
Treatment Act, with the admission of voluntary patients to mental 
hospitals and the provision of clinics. Treatment itself had been 
greatly improved, but one of the most important changes was the 
change in public opinion concerning mental cases. In the propa- 
ganda necessary to bring about this change the Council had had a 
considerable share. She hoped that when the war was over some- 
thing of the comradeship which had been forthcoming in wartime 
would survive. A very desirable innovation would be some form 
of club with accommodation for parents and children, because the 
present provision of recreative facilities tended to separate members 
of families. In particular the housewife should have some pro- 
vision which she could enjoy with the rest of her family, for after 
her experience of real social contacts during the war she was 
aed to feel lonely and bored, to the detriment of her mental 
ealth. 

The proceedings ended with the showing of a psychological film 
entitled Fear and Peter Brown, a cleverly drawn picture of a child 
frightened of the dark, with its fears unallayed by its parents, and 
growing up into a nervous individual afraid to face life. 
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EARLY MEDICAL WORKS IN EDINBURGH 

UNIVERSITY LIBRARY 
To illustrate a current series of lectures on “The Historical 
Background to Modern Medicine” there has been placed on 
view a collection of early printed medical books in the Upper 
Library Hall of Edinburgh University. Founded in 1580 as a 
“Town's Library” three years before the foundation of the 
University, or “Town's College,” the University Library 
remained the only public library in Edinburgh until the estab- 
lishment of the Advocates’ Library a hundred years later. 
Naturally it contains many treasures, including a number of 
works of medical interest from which the present selection has 
been made. 


The following are a few of the leading items. Greek classics are 
represented by the first printed editions of the works of Dioscorides 
(1499) and of Hippocrates (1536), both from the press of Aldus of 
Venice, also by the Basel edition of part of the writings of Galen 
(1536). Arab writers are exemplified by the Opus medicinae prac- 
ticae of Rhazes, printed at The Hague in 1533, and by two fine 
editions of Avicenna’s Canon Medicinae: one from Venice, dated 
1608; the other, a modern version in Urdu, which appeared at 
Lucknow in 1887, when this 10th century work was still used by 
native practitioners of India. There is also on view a beautiful copy 
of one of the first illustrated textbooks of surgery, Albucasis’s De 
Chirurgia, in Arabic and Latin (Oxford, 1778). In manuscript form, 
this is said to have been the leading work on surgery in the Middle 
Ages. The adjoining cabinet contains four early editions of the 
popular poem, the Regimen Sanitatis Salernitanum, the earliest 
dated 1486, and the Chirurgia magna of Paracelsus (1573). Close by 
is that early handbook for midwives, now very rare, Eucharius 
Roesslin’s De partu hominis (Frankfurt, 1532). Similar works are 
Rueff’s De conceptu et generatio hominis (1587) and the English 
translation, The Expert Midwife (1637). A well-known book of the 
same nature, and also a great rarity, is Raynalde’s Birth of Mankynde 
(1565), though the copy on view is not the first edition (4540). An 
interesting item in the 17th century section is the Cerebri Anatome 
of Thomas Willis, illustrated by his friend (Sir) Christopher Wren. 
Of the same period is a volume of Zodiacus Medico-gallicus, the 
Latin version of the first medical periodical, Nouvelles Descouvertes, 
founded at Paris in 1679 by Nicolas de Blegny. 

The most important and valuable items in the exhibition, however, 
are the two greatest books in all medical literature, Vesalius’s De 
Corporis Humani Fabrica and Harvey's De Motu Cordis. The 
beautifully bound copy of the former is the first edition, from the 
press of Oporonius of Basel, 1543. Beside it lies the fine two-volume 
edition, printed at Leyden in 1725, by Boerhaave and Albinus. The 
first edition of Harvey’s account of the circulation of the blood is 
now an extremely rare little book, dated from Frankfurt, 1628. 
Visitors to the exhibition have the opportunity of seeing two perfect 
copies, one of which belonged to Alexander Monro, the third of the 
dynasty of professors of anatomy of that name. The first Alexander 
Monro, when appointed to the chair in 1720, kept a list of his 
students, which is now shown, as also is a printed copy of the first 
thesis to be presented for the degree of M.D. Edinburgh. It is 
entitled *“* De Dolore,”” by John Monteith, and the date is 1726. 
Another manuscript relating to the Edinburgh Medical School is a 
letter of advice, dated Feb. 10, 1704, from Dr. Archibald Pitcairne, 
one of its founders, to his patient the Earl of Wintoun. The adjoin- 
ing copy of Pitcairne’s Dissertationes Medicae bears the author's 
seals and signature. 

Later works on view are the second edition (1800) of Edward 
Jenner's Inquiry into the causes and effects of variolae vaccinae, the ° 
first British edition of Beaumont’s Experiments and Observations on 
the gastric juice (1838), Morton’s Remarks on the mode of adminis- 
tering ether (1847), and J. Y. Simpson’s Account of a new anaesthetic 
agent (chloroform), 1847. Another landmark of medical literature 
is Lister’s Introductory Lecture, delivered in 1869 when he succeeded 
James Syme in the chair of clinical surgery at Edinburgh, and with 
it may be seen a manuscript set of notes of Lister’s lectures, in the 
writing of one of his most distinguished students and successors, 
Prof. Caird. 

A feature of the exhibition, and the most spectacular item, is a 
fine collection of illustrated Herbals, including a magnificent copy 
of De Historia Stirpium, by Leonard Fuchs (of fuchsia fame), dated 
1542, with lovely coloured woodcuts, and a catalogue of the Physic 
Garden of Edinburgh (1683), by the first professor of botany, 
James Sutherland. 

The exhibition, which has been arranged through the kindness 
of Dr. Sharp and the Library Committee of the University, will 
remain open daily from 10 to 4 (except Saturday and Sunday) until 
the end of May. 
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Medical Education : Principles and Method 


Sir,— Most readers will agree with your view that the report 
on medical education of the Planning Committee of the Royal 
College of Physicians is a welcome advance upon its pre- 
decessors on social and on psychological medicine in that it 
proposes a coherent scheme of education, and not the extensive 
additions to the present overgrown and obsolete structure that 
they advocated. 

Yet it may be submitted that, for a report intended as a 
guide to action for university and other bodies sharing 
responsibility for medical education, it lacks the clear definition 
and exposition of its operative terms essential to this end. 
Thus, in one of its key paragraphs—namely, para. 62—the 
word “method” occurs on almost every line, but it is used 
in a different sense in each case: referring now to techniques, 
now to observation, and now to the inductive process. In the 
last sense it is substituted by the word “principle” at one 
stage of the argument, and we are finally told that “ method ” 
and “ principle” are two distinct objectives. The final impres- 
sion left by this important paragraph is one of incoherence, 
and the reader feels that these significant words have been 
used rather as detonators, creating an impression on the reader, 
but conveying no information because they embody no clearly 
thought out notions in the minds of the authors. 

Now, the distinction between the theoretical and vocational 
elements in a medical training is one not universally 
appreciated, and it was therefore the more essential that the 
report should have been clear and explicit about them, that it 
should define its terms, use them consistently, and exemplify 
them adequately. All these the report signally fails to do, 
and thus may be said not to have risen to the height of what 
should be a vital occasion in the history of medical education. 
No one seeking to learn what are the principles and method 
in which the medical student should be grounded will find 
the answer in the report. 

As a clinical teacher I have been impressed by the ignorance 
betrayed by the medical student coming to hospital fresh from 
his pre-clinical studies of what may be called the general 
principles of scientific thought ; those we speak of as natural 
laws, and the processes by which we can know anything— 
that is, the structure of experience. I have yet to meet such 
a student who has a clear idea of what is meant by a natural 
law or how it is defined, who realizes that all science comes 
from the meeting of the observational and conceptual orders 
of experience, appreciates the distinctions between the two, 
what notions belong to the one and what to the other, or who 
has any idea of the limitations of the observational order. 
Yet most of them are bursting with facts about the most 
recondite chemistry of the vitamins and the most recent 
techniques of electrophysiology, which have burdened their 
memories to little purpose. I suggest that this is because the 
teachers of the pre-clinical subjects are themselves bogged in 
their own techniques, and entertain nothing more general in 
the way of ideas than unrelated snippets of theory belonging 
to these techniques. They do not teach the general principles 
that underlie and should unite all scientific disciplines. Yet 
surely we have the right to expect that, after three years at least 
devoted to scientific studies, the student should know the 
rudiments of the principles involved in scientific thought and 
method. Nothing is clearer than that he does not, and by 
the time he reaches the clinical teacher it is already too late 
to change his entire way of thought. If the new medical 
graduate emerges finally from his tutelage merely the incomplete 
master of a number of unrelated techniques the clinical teacher 
is neither wholly nor primarily to blame. Reform must begin 
at the beginning of the medical course. 

Finally, it may be permitted to doubt whether intelligence 
tests will solve the difficult problem of selecting students for 
the medical course. These assess only an arbitrarily chosen 
fraction of the human mind, and are carried out by wholly 
unstandardized performers. It is an odd commentary on 
current opinion on this subject that we should be so ready 
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to accept, as adequate tests, procedures carried o . 
brated human instruments. When shall we test our 
testers? Students of Whitehead’s Modes of Thoughe “an 
Adventures of Ideas will appreciate the inadequacy of pat. 
ideas among scientists as to the nature and mode of action = 
intelligence, and the sources from which the Structure 4 
experience is built. Trotter, also, in his lecture, “Has S 
Intellect a Function?” has indicated that more realistic ideas 
on the subject are a necessary preliminary to any Satisfact 
calibration of the intellect.—I am, etc., ory 

London, W.1. 


F. M. R. Watsne. 


Medical Education : Need for Staff College 


Sir,—One’s first reaction to the Report of the Plannin 
Committee of the Royal College of Physicians is a f, me 
: . eeling 
that the College might have done something about it sooner 
For generations the influence of the two Colleges over the 
medical course has been paramount. Nearly all the students 
in England and Wales have taken their examinations as their 
first qualification, and these examinations have largely, if not 
entirely, determined the scope and type of the teaching given 
in the schools. The officials and examiners of the Colleges 
have all themselves been teachers. The College of Physicians, 
therefore, cannot evade its share of ‘blame for Perpetuating a 
system which it now condemns in such vigorous terms. But 
not a moan of contrition, not a sob of remorse can be heard 
from Pall Mall East. 

The committee has taken as its model Karl Pearson’s dictum 
that “the true aim of the teacher should be to impart an 
appreciation of method”; surely the most narrow-minded 
definition ever proposed. In consequence, although it set out 
with the avowed object of improving the course as an educa- 
tion it has merely succeeded in suggesting improvements in 
technical instruction. One searches in vain for a vision of 
the problem from the broad philosophic point of view, 
of the kind which has been outlined by Sir Thomas Lewis and 
Dr. F. M. R. Walshe. 

Many of the recommendations were well within the power 
of the schools to carry out on their own initiative. Pre- 
clinical teachers, says the report, should make use of clinical 
material. But clinical material has been theirs for the asking; 
they have not wanted it. Pre-clinical teachers, says the report, 
should be attached to clinical departments. But for years 
clinicians have been begging pre-clinical teachers to go into 
the wards ; and still they don’t go for the simple reason that 
they don’t want to go. These and similar recommendations 
will never overcome the tremendous strength of tradition and 
of the centrifugal force of <epartmentalism unless their 
advantages are conclusively demonstrated. They will merely 
be adopted in a perfunctory manner and quietly allowed to 
sink into oblivion. 

However attractive the recommendations may look on paper 
there is no guarantee that they would stand the test of experi- 
ence. The curriculum has grown up haphazard on expediency 
and opportunism, lacking natural cohesive elements and having 
little basis in the fundamental principles of education, and its 
reform must be undertaken not by adjustments of the existing 
structure but by building a new structure on more solid founda- 
tions. This task can only be accomplished by the experimental 
method. We hear enough about the need for research into 


the causes of disease, but barely a word about the need for ' 


research into the teaching of disease. 

The report totally ignores the crux of the problem—the 
training of teachers. While rightly anxious to protect the public 
from inefficient doctors it suggests no means to protect students 
from inefficient instructors. The committee is under the illusion 
that when satisfactory conditions have been provided skilled 
teachers will drop from the sky. It is an astonishing fact 
that the training of teachers is most intensive at the lowest 
level of education and non-existent at the top. Elementary- 
school teachers spend two years in acquiring proficiency, 
learning the principles and psychology of education, studying 
the works of Spencer and others, and the theories underlying 
the various methods in vogue—such as the Froebel an 
“ project” method—and receiving practical instruction M 
teaching. Yet although medicine is at least as difficult 
undergraduates as the alphabet is to infants no attention has 
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ever been paid to ensuring the competence of its teachers as 
teachers. No system of teaching medicine based on funda- 
mental principles has ever been formulated and tested. 

The solution of the problem lies in the creation of a staff 
college. A medical school attached to a university should 
be set «side for the purpose. It should have a normal comple- 
ment of undergraduate students, and its staff should include 
an experienced lay educationist. Its functions would be to 
build up a system of medical education and to train clinical 
teachers. The staff would study the curriculum as a whole 
and the modification and co-ordination of its component parts. 
Disease would be studied from its educational aspect by clinical 
and pre-clinical teachers, including teachers of the basic 
sciences. Plans decided upon would be tried out on the 
students and modified according to experience. The staff would 
also frame the most suitable manuals of instruction, explore 
the possibilities of special methods such as the use of working 
models and the cinematograph, and they should establish 
contact with the Dominions and the United States for the 
exchange of ideas and teachers. 

Courses of instruction would be provided for men aspiring 
to staff appointments at other schools. These would learn the 
principles and psychology of general education from the lay 
educationist, the history of medicine, and the theory underlying 
the system adopted at the staff college, how it had been 
arrived at, and what modifications were under consideration. 
They would learn the art of teaching. medicine by listening 
to the staff and by giving lectures themselves under super- 
They would also learn the difficult art of examining 
candidates. There would be no need to give the staff college 
powers to enforce its system on other schools. It would be 
open to suggestions from outside, but by virtue of the attention 
it had given to the problem it could not fail to exert a 
considerable influence on the schools, and it would play a 
conspicuous part in improving existing schools and creating 
new ones throughout the Empire. 

Any plan to reform the curriculum from the standpoint of 
medicine alone is doomed to failure. The problem must be 
approached from the standpoints of medicine and of education 
combined.—1 am, etc., 

Cambridge. 


vision. 


Fr. ROBERTS. 


Character and Personality in the Medical Student 

Sir,—* In future Mrs. Smith’s son of Back Alley, Anywhere, 
may be a doctor”; thus one of the leading daily papers reports 
the Planning Committee of the College of Physicians. In these 
days of the social conscience extraordinary indeed are the 
lengths to which the apotheosis of the so-called under-dog is 
carried ; and, by inference, also the belittkement not merely of 
wealth and position but of eminence of almost every kind, 
including wisdom, learning, and refinement. The committee, 
of which Lord Moran is chairman, point quite rightly to the 
importance of personality and character in the medical student, 
traits which they discover to be lacking at the present time. 
They conclude that the reason for this is that the field of 
selection is too narrow, and recommend that it should be 
widened by making all university education free. It is true 
that a widening of the field will result in all probability in 
an increased number of candidates for the medical profession, 
but it by no means follows that it will improve the quality 
in the direction of character and personality. Indeed it is 
arguable that the indiscriminate widening of the field with no 
attempt to sort the wheat from the tares, which has been the 
trend of the past thirty years, is itself responsible for the 
deterioration. If that is so, then yet another learned body has 
added its quota to the general bemusement. 

The trouble here, as with other problems of sociology, arises 
from a failure to grasp at fundamentals. Instead of digging 
for the root, reformers trim the stem with this or that placebo, 
and the effect as often as not is a dozen more problems and 
aggravations in place of one. In this case, as in many others, 
the fundamental is to be sought in the influence of heredity 
and of early home life. Millions of pounds are wasted annually 
in an effort to inculcate traits of character which are hereditarily 
non-existent, and to germinate ethics of civilization which are 
promptly and effectively annulled in any home where ignorance, 
Stupidity, idleness, dirt, and vice are the pattern. 


Taking the broadest view without prejudice and allowing for 
the accidents of good and bad fortune, of good and ill health, 
and, above all, for the waywardness of Nature, it is fair to 
assume that those who have attained a certain high standard 
of living have done so by virtue of either their own character 
or that of their forebears ; and, if the laws of heredity have 
any validity at all, it may be expected that a not inconsiderable 
proportion of them will pass on those traits to their successors. 
On the other hand, though it would be wrong to exclude all 
resources, the most fruitful field of higher civilization is little 
likely to be found in the worst types of home. Yet that is 
the conclusion to be formed from the outpourings of some of 
our social reformers, and the Government, in obedience to the 
loudest clamour, gives almost direct encouragement to the least 
worthy to reproduce themselves in the greatest numbers and 
a corresponding discouragement to their betters. Where can 
such a policy end but in the deterioration of the race? The 
laws of heredity and the breeding of the best stock are recog- 
nized and practised by man. They are ignored and Nature 
flouted by man himself solely in relation to himself. 

Wealth and position are dangerous side-issues. They are 
the concomitants as they are often the downfall of eminence. 
They are not, however, evil in themselves ; indeed, they often 
foster the very best and highest of human characteristics ; 
they are bad only when they become stagnant, unproductive, 
and surfeited with plenty. Eminent men not infrequently 
marry empty-headed women, and succeeding generations 
deteriorate. The Government spends more and more on so- 
called social reforms, and enters more and more into the control 
of human lives. As State control, over-industrialization, and 
over-population increase, so individuality, personality, and 
character are being ironed out, and gradually we become a 
race of automatons. How can it be wondered at if the medical 
schools are crowded with men with brains but no character, 
with precepts but no principles? Decent living, refinement of 
speech and of conduct, love of poetry or the arts, of good 
conversation, of wisdom, of learning—all these have been at 
a discount and have even been scoffed at in the physical and 
mental squalor of the years between the wars. And now 
lest any doctor should retain a trace of spirit or of individuality 
the medical profession is to be centrally controlled and 
directed ; and, harnessed to the Civil Service, is to become the 
chattel of politics. Where among our leaders are the honest 
thinkers, outspoken and fearless of unpopularity, who will bear 
witness to truth, which is as old as the world and as solid and 
as plain to see.—I am, etc., 


Derby. E. D. BROSTER. 


Eugenic Value of Goitre Elimination 

Sir,—The recent memorandum of the Medical Research 
Council on “ Endemic Goitre in England ” demonstrates clearly 
the very marked prevalence of goitre in our community at 
large. For many years I have been endeavouring to direct 
attention to this obvious indication of a great and increasing 
iodine deficiency in our people, and have stressed its deleterious 
effects upon the general health. 

Our future depends upon the health of the nation’s mothers 
and their children, and: one must bear in mind that the great 
majority of our expectant mothers are suffering from iodine 
deficiency, and in addition to the ill effects this condition may 
have upon them it_is apparent that their offspring are apt 
to be handicapped even from conception in both their physical 
and mental development and to be born into a new environ- 
ment with suboptimal preparation to face the exigencies 
thereof; in fact, they are not eugenic (well-born). I have 
been urging that no expectant mother should continue to suffer 
from iodine deficiency, and the same, of course, applies to the 
community in general.—I am, etc., 


Penarth. W. MITCHELL STEVENS. 


Water and Population 

Sirn,—With reference to Prof. D. B. Blacklock’s article 
(Dec. 25, 1943, p. 805) on the population of India, it recalls 
a discussion I had in Egypt with the Engineer of Water Supply. 
He gave me the population of Egypt, and said, “If I can 
provide more water there will be an increase, I think, of about 
two million people.” I naturally asked, “What happens 
then?” The reply was, “I know of no solution.” 
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The same thing is now occurring in India. Sooner or later 
we must face an insoluble problem. All the hygienic measures 
may and probably will defer the impasse but cannot prevent 
overcrowding. The international problem which will arise can 
be serious enough in all conscience. 

So far the only great country with no immediate trouble 
and with very great resources is Russia. Even the United 
States, owning, according to Siegfried, half the wealth of the 
world, will feel it ultimately. It is one of the world’s problems 
which must be faced. 

The vast areas in Australia are very sparsely populated 
because of the lack of water and no means so far of increasing 
it. They can grow merino sheep, but cannot carry a large 
population, though the sheep can supply other countries with 
wool and a certain amount of food. On the coastal fringe 
where there is water the population can and does increase, but, 
like the east end of Java and the Sunda Islands, where the 
climate is similar to Northern Australia, the same trouble 
occurs, except near the volcanoes, which provide perennial 
water. Volcanoes in the centre of Australia would make all 
the difference, but these do not exist. The statesmen of the 
future will have much to think about.—I am, etc., 


Melbourne James W. BarRRETT. 


Immersion Foot and Cold Therapy 


Sir,—In his letter (Journal, Feb. 26) Mr. Norman Lake criti- 
cizes certain points in the article written by Major Corbett 
and myself (Journal, Feb. 12). He thinks we imply that frost- 
bite and trench foot are synonymous terms, but we state clearly 
in our paper that trench foot is probably the same as immersion 
foot so long as freezing-point is not reached ; at some point 
below this frost-bite could be superadded. We clearly drew 
the distinction between frost-bite on the one hand and the 
probably identical conditions of immersion foot and trench 
foot on the other hand. We were unaware that he had drawn 
this distinction in 1915. But evidently our article (written in 
December, 1942) did no harm in stressing the point, since in 
1941 two such authorities as Raymond Greene and Hamilton 
Bailey (Surgery of Modern Warfare) stated that frost-bite and 
trench foot were probably identical. It is only fair to add that 
in later publications they stress the distinction. One purpose 
was to indicate clearly, apart from all theories, what this 
difference is; we stated that within: the area subject to frost- 
bite all tissues are dead and look dead, and that in the area 
subject to immersion trauma there is a gradation of injury— 
nerve tissue suffering most, but the part as a whole is alive 
and looks alive. 

I was impressed by the experiments of Mr. Lake in which 
tissue cultures were kept alive at the critical temperature of 
—5°C.; they demand no oxygen because their metabolism has 
been arrested. These experiments give a firmer basis for the 
view expressed in our article: “ Warmth raises the metabolism 
to a point beyond the capacity of the feeble circulation to 
supply it. Thus the tissues are brought to a state of metabolic 
bankruptcy.” We claim no_ special originality for this. 
Capts. Bigelow and Lanyon in the B.M.J. of the same date 
also express this opinion. 

We must agree with Mr. Lake that a cold limb requires 
a minimal blood supply and that great dangers are involved 
in bringing back a normal circulation. But nevertheless we 
have got to bring back the blood supply to normal because 
we are dealing with a man’s foot and not merely a tissue 
culture, and the circulation must be brought back sooner or 
later. Certainly local warmth must not be used to increase 
circulation, because it raises the local metabolic demands of 
the tissues beyond the capacity of the circulation. Certainly 
we must not bring back the circulation too fast, because we 
would only create a barrier of oedema between the tissues and 
their oxygen supply. Mr. Lake suggests that local vaso- 
constriction should be used on the affected part, but the trend 
of modern therapy (and not merely our view) is to produce 
gentle Jocal arteriolar dilatation reflexly by allowing distant 
parts to become warm ; this is combined with dry cold locally 
to reduce the metabolic needs to the capacity of the subnormal 
circulation. This idea is well expressed by Ungley and 


Blackwood (Lancet, Oct. 17, 1942). 


-own experience. 


' rl 
All the arguments in this letter are available in our Original 
article, as I think Mr. Lake would agree if he reads it again 
He has based his criticism chiefly upon points which are a 
side-issue to our main thesis—this is the conception that, in 
immersion foot, there is a wide gradation of trauma Within 
the injured part ; we have suggested a reason for this gradation 
The delays in the publication of the original paper and of 
this letter are inevitable under conditions of active Service. — 
I am, etc., : 
B. W. Gor DSTONE, 


Sulphaguanidine in Flexner Dysentery 

Sir,—I am grateful to those who have written regarding my 
article on the above subject. It is apparent that we have not 
reached the stage when dosage of sulphaguanidine can be pre- 
cisely stated. However, as the blood levels in my series of 
cases showed, there is a considerable absorption of the drug. 
This seems to constitute substantial grounds for exercising 
restraint in the administration of very large doses to patients 
who may well be dehydrated. 

The extremely high incidence of sensitization rashes in my 
cases also seems to provide sufficient reason for due care 
regarding dosage. Criticism has been directed against this 
chiefly on the ground that such a high incidence has not been 
the experience of other workers. I can only speak from my 
I feel, however, that some of the rashes 
might have been missed but for the vigilance of the nursing 
staff. That there were reasons, other than high dosage, to 
account for the unusual finding is surely too problematical for 
serious discussion. The importance to be attached to the 
occurrence of the rashes is a matter of opinion. In view of 
the severe effects after administration of a test dose of sulpha- 
guanidine in patients thus sensitized, I cannot regard their 
occurrence with the same complacency as Brig. Bulmer. In 
any case, assuming that massive dosage is responsible for such 
toxic manifestations, their imposition on patients is not justified 
if an adequate lower dosage of this expensive drug can be 
reached.—I am, etc., 


Glasgow. 


H. G. Snirn. 


Kala-azar in Malta 


Sir,—Having served as a specialist sanitary officer in Malta 
during the last war (1915-18), I would like to support the 
suggestion made by Dr. R. J. Lytle (May 13, p. 670) that 
kala-azar was probably of more common occurrence in British 
adults in Malta than was generally realized. 

I remember a case not previously referred to. in this 
correspondence: that of Sister B., a member of the staff at 
St. George’s Hospital, Malta, who contracted the infection 
there. The onset of her illness was insidious—gradually 
increasing lassitude and weakness, with loss of weight and 
anaemia.” Apart from the increasing severity of the symptoms 
the only indication of an infection were a suggestive white 
cell change in the blood and slight enlargement of the spleen. 
When all other examinations had proved unavailing, splenic 
puncture was performed and the presence of Leishman-Donovan 
bodies demonstrated. Although the patient had by that time 
become very weak and dangerously ill, intravenous injections 
of antimony led to a complete recovery.—I am, etc., 


JoHN M. Grsson, 
Medical Officer of Health, Huddersfield. 


Marriage and Parenthood 

Sir,—The prejudice against definite preparation for marriage, 
which is brought out by Dr. Wrathall Rowe (May 6, p. 636), 
is felt acutely by all who strive to work on the lines suggested 
by Dr. Edward Griffith (April 15, p. 540). Such bodies as 
the Marriage Guidance Council, of which he is a member 
along with not only other medical men and women but also 
with progressive clergy and social workers, find their efforts 
to spread information and advice blocked by views that are. 
to our minds, irrational and merely emotional. 

I write to suggest that the family doctor could help in. 
dispelling ignorance much more effectively than Dr. Rowe, 
in a fit of depression, believes. 
teaching about sex be persistently urged upon parents, beginning ~ 
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demand, net avoid, adequate preparation for marriage when 
the time comes. Though ideally the family doctor should 
undertake the premarital examination, the fact remains that 
young people often find it easier to talk to a strange doctor. 
They are shy with the one who knows all about them, as 
they often are with their parents on the deeply emotional 
matters connected with sex. — 

| must add that in my experience the outlook of the younger 
generation is already changing. That all girls should have a 
good talk with a doctor before marrying is an opinion 
frequently and warmly expressed by modern-minded girls who 
come to one for the purpose, or by women who deeply regret 
having married in ignorance. There is, I am convinced, a 
growing perception, which we ought to foster, that knowledge 


* does not ruin romance in marriage any more than does the 


study of technique spoil the artist’s joy in self-expression. But 
we do need to advise with delicacy and sympathy, and with 
a perception of the values beyond, though expressed through, 
the physical and psychological relationships. 

The great thing at the moment, I repeat, is to back up the 
pioneers in insisting upon the value of adequate preparation 
for life’s greatest adventure—that of matrimony.—I am, etc., 


— Liias M. BLACKETT JEFFRIES. 


Anaesthesia in School Dental Clinics 

Sirn—We have read with interest the article by Dr. 
K. B. Pinson on this subject (April 29, p. 588). While agreeing, 
as will, we are sure, all school dental officers of experience, 
that the figure of 65% of acceptances is unduly low and should 
be raised, we would suggest that the use of an anaesthetic 
agent which so often causes nausea and vomiting is likely to 
delay this improvement, whatever may be the other advantages. 
Further, the complication of vomiting may cause considerable 
trouble and delay in the working of the clinic, as well as distress 
to parent and child. 

In our clinic we have for long used nitrous oxide and air, 
administered with a Trewby nasal inhaler and commencing 
with pure gas ; except in occasional mouth-breathers we have 
had very little trouble. Induction is swift, anaesthesia is 
seldom taken deep, and at the end of the operation the children 
open their eyes, walk from the chair, and rinse in the recovery 
room. Sickness is so rare as to be practically non-existent, 
and the good general condition of the children is, we believe, 
partly due to their being ordered to have a light breakfast two 
hours before attending. This procedure may now appear old- 
fashioned, but it has given complete satisfaction to all concerned 
in what is by now a very large number of cases.—We are, etc., 

EVELEEN ASHWORTH, M.B. 

Surrey County Council Clinic, Morden. E. CLausen, L.D.S. 


Administration of Pentothal 


Sir,—There has been much correspondence and controversy 
over the use and dangers of pentothal anaesthesia. In the 
coming months many thousand intravenous anaesthetics will 
have to be administered by practitioners who may not be 
familiar with their use. While no rule of thumb can ever 
be devised in medicine which will cover all cases and relieve 
the doctor of the duty of using his judgment in the individual 
case, yet general rules can be of great value if adhered to 
with proper discrimination. To the occasional anaesthetist the 
following rule seems to me of great value as it allows for a 
considerable margin of safety, even if the whole dose is injected 
fairly rapidly: always use the small ampoule (0.5 g.) of 
pentothal. Forget that the large ampoule (1 g.) exists.—I 
am, etc., 


E. MONTUSCHI, 
E.M.S. Anaesth., Sector X. 


Tumour of the Breast treated with Stilboestrol 
Sirn,—The remarkable improvement in a case of scirrhus 
treated by stilboestrol has encouraged me to send you some 
notes on the case. 
The patient, Mrs. X., aged 90, first noticed a lump in the outer 


segment of her left breast in April, 1940. When I saw it at this 
time it was about the size of a golf-ball, hard and irregular in 


CORRESPONDENCE 





Britisu 
MEDIcaL JOURNAL 


731 


ran along the outer border of the pectoralis major muscle and 
merged into a similar clump in the axilla. 

It was not considered desirable, on account of her heart condition 
and her age, to resort to any surgical treatment, and until Dec., 1943, 
little or no notice was taken of the lump. About this time the 
patient noticed that she experienced some “ soreness ” on pressing 
her arm into her side, and on examination I found a slight enlarge- 
ment in the size of the tumour, and, although the skin was not 
involved, there was a dark purplish mushroom-shaped patch of 
discoloration over the tumour. 

On Christmas Day, 1943, treatment by stilboestrol was begun. 
The dose was one tablet of 0.5 mg. thrice daily. In five days the 
pain caused by the pressure of her arm had disappeared and the 
lump itself gradually became smaller. Her general health has 
improved, and to-day the tumour is about the size of a small walnut, 
and, with the exception of a solitary gland the size of a nutmeg at 
the apex of the axilla, this region is free of glands.—1 am, etc., 


T. DouGLas Brown, M.D. 


Bournemouth. 


Meftatarsalgia 

Sir,—In_ these days when millions of men and women are 
standing and walking more than they ever did before, the 
treatment of such a disabling complaint as metatarsalgia is 
of great importance. So far as standard works of medicine 
and surgery go, the teaching on aetiology and treatment has 
not changed materially in the last twenty years. The condition 
is supposed to be due to a neuritis of the digital nerves brought 
about by their heing rendered vulnerable to pressure through 
the collapse of the anterior transverse arch of the foot. 

Treatment is directed towards strengthening the muscles that 
are supposed to brace the transverse arch of the foot, strapping 
encircling the metatarsals for the same purpose or by a metatarsal 
bar which carries the weight further back. All who have had 
to employ these methods must have found them singularly 
ineffective. The reason for this is that the existence of an 
anterior transverse arch of the foot is a piece of anatomical 
fiction, based on the study of feet compressed and distorted 
by shoes. It is not apparent in young children, nor, indeed, in 
any adult who habitually goes without shoes. Study of the 
foot and method of walking of the barefooted African brings 
to light the following points: 

(1) The foot at the line of the heads of the metatarsals is flat in 
transection. ° 

(2) All the toes are capable of strong plantar flexion so that the 
knuckles stand out prominently. This is most marked in the hallux, 
but is only slightly less so in the 2nd, 3rd, and 4th toes. 

(3) In walking the foot does not passively roll forward on the 
metatarsal pad, but, as the body passes the vertical, the toes flex 
strongly, taking much of the weight off the metatarsals so that the 
area which bears the thrust of the stride includes the pads of all 
the toes, particularly the Ist, 2nd, and 3rd, as well as the metatarsal 

ad. 

‘ (4) A study of the tracks of a barefooted walker in soft ground 
shows by the deep impression of the toes how strongly they engage 
in the act of thrusting the body forward. 

In every case of metatarsalgia that I have examined, plantar 
flexion of the toes is absent or greatly diminished. When the 
condition is unilateral the power of flexion on the sound side 
is always markedly greater than of the affected side. When 
a step is taken off the affected foot the whole thrust of the 
stride is borne by the metatarsal heads and thé overlying pad. 
It is not surprising that the nerves suffer from pressure, 
particularly as the weighted foot rolls forward on the metatarsal 
heads, contributing a grinding action to the weight effect. 
As in all foot defgrmities, the tolerance of the individual to 
an abnormal state differs widely, so that metatarsalgia appears 
in one individual when the condition is only slightly developed, 
while ‘another will tolerate a much greater degree of deformity. 

Treatment.—From what has already been said it will be 
clear that the treatment of metatarsalgia should be directed 
towards recovering the power of flexion in the toes and towards 
re-education in the proper use of the toes in walking. (1) The 
patient should be directed to plantar-flex his toes repeatedly 
at the metatarsal heads in such a manner that the heads are 
lifted clear of the ground ; this simple exercise can and should 
be done at any odd moment such as when standing waiting 
for a bus. (2) He should be instructed to kick off with his 


toes at each stride and not let the toes bend up passively ; 
this has to be done consciously at first, but becomes a habit 
The metatarsal bar is contraindicated because it leaves 


later. 
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the toes more helpless than ever, and other pads and straps 
have a similar adverse effect. Fortunately it is possible for 
the toes to recover their mobility after a great many years, 
and I have had successes in cases of 10 and 15 years’ standing 
where the patient was intelligent and persistent. 

I have no doubt that I shall be accused of over-simplifying 
this problem, and of failing to take. into account the factor 
of the short and mobile first metatarsal (J. D. Morton, 1935) : 
but here I am concerned only with aetiology in its relation 
to treatment, and treatment based on this simple aetiology 
works.—I am, etc., 


Luanshya, N. Rhodesia. A. E. FISHER, M.D., F.R.C.S. 


The Colonial Medical Service 


Sir,—I have read with appreciation the spirited reply of 
Dr. J. B. Davey (May 6, p. 636) to the uncomplimentary and 
unwarranted statement made by Dr. H. B. Morgan in the 
House of Commons on the Colonial Medical Service. Coming 
at such a time, when a large proportion “of its members are, 
or have been, serving their country and our cause, these accusa- 
tions would seem singularly ill-timed and inappropriate. Several, 
like those fine investigators Dr. E. C. Smith of Lagos and 
Dr. N. A. Dyce Sharp, have lost their lives by enemy action, 
and many others have been maimed in health as the result 
of this war. I myself feel such accusation keenly, for both 
my sons entered for this career and subsequently saw service 
in East Africa and Abyssinia. Perhaps it is not generally 
appreciated that Sir Patrick Manson played a great part in 
the development of the Colonial Medical Service, and took 
justifiable pride in its achievements. The medical world well 
knows that his great discoveries in tropical medicine some 
forty years ago were made with the willing co-operation of 
Dr. Ozzard, Dr. C. W. Daniels, and the late Sir Thomas Stanton, 
all of whom were members of this service. . 

More recent achievements in the field of medical science 
deserve mention: the pioneer work of Dyce Sharp in Nigeria 
on the transmission of the filaria (Acanthocheilonema perstans) 
through the minute midge Culicoides; the self-sacrifice of 
J. F. Corson in experiments during which he inoculated himself 
more than once with the deadly Trypanosoma rhodesiense in 
Tanganyika; the entirely British work on the control of 
sleeping sickness in West and East Africa from the time of 
Sir David Bruce onwards culminating in the large-scale pre- 
ventive measures by Dr. H. M. O. Lester and Col. G. Maclean ; 
work on the ecology of trypanosomiasis in East Africa and its 
relation to animals by Dr. Lyndhurst Duke; the classical 
researches of Drs. N. Kingsbury and R. Lewthwaite on tropical 
typhus in Malaya ; investigations on yellow fever on the Gold 
Coast, which resulted in the death of Dr. W. A. Young from 
that dire infection in 1929. These are but a few examples 
among many which go to demonstrate that the Colonial 
Medical Service is not lacking in enthusiasm, energy, and 
originality. Like other medical services, it looks forward after 
the war to reorganization and expansion of its scientific 
activities, but popular attitude towards this noble service would 
be fortified by better-informed appreciation of Colonial policy 
in general. This would prove a source of satisfaction to many 
locally appointed medical officers and nurses, whose loyalty 
is unquestioned, to whom such damaging statements must be 
extremely baffling and discouraging.—I am, etc., 


London, W.1. PHiLiep MANSON-BAHR. 


Service Medicine and State Medicine 

Sirn,—The proposals for a State medical service before us 
and the possibility that an attempt may be considered to model 
any new civilian service on that existing in one of the Services 
make this lively and topical question of Service efficiency, 
or lack of it, of paramount importance to all sections of the 
profession. From recent discussions at medical gatherings, 
correspondence in the Press (lay and medical), and personal 
communications received, it is evident that widespread interest 
has been aroused, and it seems only just that this subject should 
be fairly and honestly examined from all angles. Might I 
therefore ask for the hospitality of your already overtaxed 
columns to touch briefly on some of the salient points as they 
appear to me. 


7 i 

Quite recently it has been stated that “ Service Patients 
get better medical attention and after-care than do individuals 
even in peacetime.” Doubtless a controversial Statemen 
immediately open to criticism, but cannot be fully examinns 
here. It would seem fair, however, to say that after almost 
five years of war the standard should at least be equal to 
that found in civil practice. In fact, if it was not SO, sure] 
it would be a grave reflection on the efficiency of our ivi 
medical practitioners, who, after all, as civilians in uniform now 
constitute the greater part of the personnel of the three fighti 
medical Services, and, further, many of these to-day hold some 
of the key administrative posts in these Services. Since the 
outbreak of war the Services have acquired the necessary equip. 
ment, and now also possess the administrative Organization 
but those of us who have spent some time in uniform know 
only too well how initiative and ambition are cramped and 
how the regular officer with his acquired “Service mind” js 
decried. Many now serving will be only too glad when they 
can return to civil practice. On the other hand, there are 
quite a number of both junior and senior officers ‘who will 
prefer to return to some form of State service run on military 
lines, in which they can, for a time at least, find a haven of 
rest with freedom from care and want. 

Certain officers in the R.A.F. Medical Service have found 
it necessary to repudiate criticism of efficiency in the Services 
as presented in the Press, and at some length have defended 
what they appear to regard as the Utopia of medical organiza- 
tion. To those who may not agree (and there are many) the 
inference is that they should stand aside and remain outside 
the new State service when it arrives. Now this view may 
have a large measure of truth in it regarding conditions to-day, 
but for my present purpose I cannot fully analyse it here. 
Personally I have the highest respect for the present direction 
of the R.A.F. Medical Service, and acknowledge the high 
qualities of the new Director-General, his abilities of organiza- 
tion and administration, with that laudable quality of approach- 
ability that has been extended to even the most junior ranks 
in the Service when some suggestion or criticism receives 
sympathetic consideration. Nevertheless, there must have been 
a great reversal of policy, planning, and thinking within recent 
times, since the policy of a few years ago in the R.A.F. was, 
“No more specialists in the R.A.F.” It is common knowledge 
that certain officers have preferred to leave this Service on 
a variety of pretexts and return to civil life during the 
present war. 

As one of those who voluntarily resigned from this Service 
after some months of duty I have first-hand knowledge of some 
of the inconsistencies and misdirection of talent that existed 
at that time, and it seems proper at such a time as the present 
that these irregularities should be made known, so that a 
balanced opinion concerning Service organization can be 
reached. Chief of the anomalies was that as consultant 
radiologist and specialist in radiology (in uniform) I was 
detailed to sit on medical boards as president or as a member 
to assess other people’s diagnoses, including that of senior 
consultants and surgeons. There was no real shortage of 
general medical officers at that time, nor lack of x-ray investiga- 
tions, but the latter had to be deferred until after board duty 
time. It was even suggested that the administration of anaes- 
thetics came within the province of the radiologist, and some 
had to be given, but when warned of the possibility of 
performing an appendix operation the authorities were informed 
quite firmly that “all the wild horses,” etc., would never induce 
even a radiologist to adopt such homicidal procedure. My 
original recommendations for the introduction of mass minia- 
ture radiography into the Service in 1939 were only just saved 
from the pigeon-hole by the timely gift of a motor mobile 
mass radiographic unit (the first in the country) from the 
British Red Cross. 

Therefore it would appear highly important when we are 
thinking in terms of a new comprehensive medical service that 
those who were responsible for such chaos of administration 
and misdirection (some now retired) as I have touched upom 


are never allowed to drift on to such committees as the 


proposed Central or Local Health Services Councils, Joint 
Authority, or other bodies. Further, it becomes equally impor 
tant that the Minister of Health shall not have the sole right 
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in the selection of his entire personnel for these committees, 
but that the voice of the doctor, consultant, and specialist must 
be heard and the profession seek the right to nominate and 
elect at least half or more of the members who shall serve 
on these committees.—I am, etc., 


neadon, W.1 NorMAN P. HENDERSON. 


Work of M.R.C. Committees 


Sir,—The excellent account of the work of the Therapeutic 
Trials Committee. of the Medical Research Council which is 
given in the current number of the British Medical Bulletin 
by a member of the staff of the M.R.C. arouses some important 
reflexions. First, it is not so clearly admitted, as would be 
both generous and relevant, that in this country drugs have 
been accurately tested by doctors and others for centuries before 
the Therapeutic Trials Committee was instituted, recent 
examples being the value of insulin, of liver extract, and of 
antipneumococcal serum, so far as their use in this country 
is concerned. Perhaps it is this bashful attitude towards the 
work of other people that is the cause of the misleading 
sentence with which the Times (May 11) commenced its leading 
article on this matter. “In this country,” says the Times, 
“machinery for establishing, independently of the manufac- 
turers, that a drug is free from danger and effective for the 
purpose for which it is designed has only been set up within 
recent years.” Machinery in the form of semi-Governmental 
committees. may have been lacking, but very good means for 
the same end were most demonstrably not, and the real advan- 
tages of the new machinery must not hide from us some 
of the risks which have already (though perhaps unknown to 
its historian) come to light. 

For example, in an unofficial correspondence with a senior 
medical administrator it was stated to me that certain instruc- 
tions on treatment were issued to doctors on the authority 
of a committee of the M.R.C. In replying to this dangerous 
form of excuse I stated that “* findings of the M.R.C. committees 
can have no more authority than is given to them after they 
have been compared with all other sources of information 
available to the profession.” The committee concerned was 
not the Therapeutic Trials Committee, but this shows the 
danger that exists of bureaucrats using committees of the 
M.R.C. as supports for what they want to do or obstructions 
to what they want to prevent. It would help to preserve the 
well-merited high reputation of the M.R.C. if it would tell 
the profession that it will welcome exposure of any effort to 
misuse its reports in such a way. 

Another way in which committees of the M.R.C. can un- 
intentionally do harm is if it becomes the habit, in subjects 
which they are known to be studying, “to leave it to the 
M.R.C.” Groups of people who work together by written 
correspondence and occasional meetings, as members of such 
committees do, frequently miss the side-turnings in a subject 
that lead to new territory, and for this reason alone it should 
be very clearly acted upon that the M.R.C. adds to the effort 
for studying any subject, but its activities do not restrict the 
right of any other person to work on the same subject in 
any way available. 

My contention, then, is that the M.R.C. committees can 
remain the useful and respected bodies that they are so long 
as there is no risk of their acquiring exclusiveness or of their 
results being misused by mecical administrators.—I am, etc., 


London, W.1. J. M. ALSTON. 
Dental Hygienists 

Sm,—In an article of mine in another journal (“Teeth and 
Indigestion,” Practitioner, April, 1944) I advocated the use of 
dental hygienists as an integral part of an efficient dental 
service. In this article I referred to the successful scheme of 
dental hygiene now being carried on in the Royal Air Force 
as well as to my part in an attempt to introduce this service 
in civil (charitable) practice in 1929. My remarks have brought 
many inquiries respecting the training of dental hygienists, 
their uses, and the objections to them. I wonder if you could 
possibly find space for the replies to some of these questions? 


1. Dental hygienists (in comparatively small numbers, however) 
have been used in the U.S.A. for many years in private as well as 





public health practice. They were recommended as indispensable 
by Fones as long ago as 1905. I have no record of their having 
been used in Great Britain or other European countries. 

2. The Dentists Act of 1921 permits the employment of dental 
nurses for giving minor dental treatment in the public services, but 
forbids it in private practice. 

3. Board of Education Circular No. 1279, 1922, prescribes how 
such dental nurses shall be used in the school dental service. 

4. In 1930, upon the assumption that the term dental nurse might 
properly be regarded to include women trained essentially for 
administering prophylactic treatment—i.e., scaling, polishing, and 
examining for caries—and for instruction in oral hygiene, a dozen 
women were trained in University College Dental School, according 
to a syllabus which was drawn up for the purpose. The course 
occupied one year, and those who finished were employed in one 
or another form of public service. 

5. So much objection was raised by dental practitioners, who 
feared that without more defined control there was a risk that 
unqualified dental practice might again creep in, that no further 
hygienists were trained. 

6. A more selfish objection still sometimes voiced by uninformed 
members of the dental profession that dental hygienists would take 
away their practice is silly and untenable. For 16 years I have 
employed as hygienist in my private practice a qualified woman 
dental surgeon (as by law I cannot use anyone not fully qualified). 
I can only say that far from taking practice away she has invariably 
kept me very busy, while at the same time taking over a good deal 
of straightforward cleaning which many patients regard as some- 
what minor in degree, though of recognized importance. 

7. The experience of every busy dental practitioner is that his 
time is totally absorbed in fillings, exttactions, and other major 
work, and that he has very little time left for prophylactic attention. 
Furthermore, the public generally is not yet sufficiently educated in 
preventive medicine to be willing to pay for advice only. “* He did 
nothing, he only talked,” is ofien the discouraging dismissal of 
invaluable instruction! 

8. Those competent to judge suggest that in civil life, and in the 
case of women not previously experienced in dental work, one year 
or even eighteen months would be required for the training, 
especially if the hygienists were required for the care of children, 
thereby necessitating adequate instruction in diet and nutrition. 

9. The present grave shortage of dental practitioners has given 
an opportunity for the Royaj Air Force, as I have explained in my 
article, to test the value of hygienists in their already very efficient 
dental service. Great credit is due to the Director-General of Medi- 
cal Services, the Director of Dental Services, the Consulting Dental 
Surgeon, and the other dental officers who have made this successful 
experiment, which has now been in practice for the past 18 months 
and is being extended. 

10. Everyone who has seen these hygienists giving treatment and 
instruction has been greatly impressed with the assured touch, the 
astonishing results of the technique, and the wisdom of the advice 
which they give to their patients.—I am, etc., 


London, W.1. C. BOWDLER HENRY. 











Norman HowarbD Pike, who died at 6, Charlton Park Gate, 
Cheltenham, on Mar. 12, was consulting ophthalmic surgeon to 
the Herefordshire General Hospital, the Cheltenham Children’s 
Hospital, and the eye department of the Cheltenham General 
and Eye Hospital, and was educated at Dulwich College and 
Guy's Hospital. He graduated M.B., B.S.Lond. in 1896 with 
honours in medicine and obstetrics, and then held the posts of 
house-physician and obstetric resident at Guy's. For ten years he 
was in general practice at Heckmondwike in Yorkshire, but as 
his interest in ophthalmic and oto-laryngological cases increased 
he gave it up and went to Vienna to work under Prof. Urbant- 
schitsch in his clinic. On his return he was appointed surgeon 
to the eye, ear, nose and throat department of the Chelten- 
ham General Hospital and continued so until he retired in 1942. 
He was a member of the B.M.A. for nearly 45 years. He was 
very much liked and respected by his colleagues, who regarded 
him as a most efficient and conscientious consultant whose 
advice could be relied upon: no operation, they knew, would be 
advised by him unless it was in the real interest of the patient, 
for medical men -had become somewhat suSpicious that the 
prevailing practice of wholesale tonsillectomies had not on the 
whole produced the results promised. Extremely’ careful in his 
examination he had a fine judgment and was a neat and deft 
operator. Always gentle and considerate in his treatment of 
hospital patients he was greatly missed by them when he retired. 
He had a pawky humour, with a Pikeian flavour of its own. 
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which was much appreciated by his friends. His favourite 
recreations were golf and cricket. He leaves a widow, two 
sons, and three daughters to mourn his loss; one of his sons 


is Cmdr B. Pike, R.N. 


Dr. JOHN ARCHIBALD “VALENTINE of Southsea, who died on 
March 27 aged 70, was consulting ophthalmic surgeon to the 
Portsmouth and Southern Counties Eye and Ear Hospital. Edu- 
cated at Trinity College, Dublin, he had a brilliant career in 
classics and in medicine, and after taking his B.A., graduated 
M.B., B.Ch., B.A.O. in 1902, later proceeding to the M.D. and 
gaining the Cambridge diploma in tropical medicine and 
hygiene. For many years he was medical officer to tea planta- 
tions in India, where he acquired an intimate knowledge of 
tropical medicine and of ophthalmic work. In the last war 
he served with the R.A.M.C. in Salonika, and after the armistice 
returned to Southsea to devote himself solely to ophthalmology ; 
he was on the visiting staffs of all the local hospitals as well 
as the Royal West Sussex Hospital, Chichester, and the Alex- 
andra Hospital, Cosham, under the Ministry of Pensions. At 
the Annual Meeting of the B.M.A. at Portsmouth in 1923 he 
was secretary of the Section of Ophthalmology. His junior 
partner was mobilized in the R.N.V.R. on the outbreak of this 
war, and owing to the shortage of ophthalmic surgeons in the 
Portsmouth area Dr. Valentine immediately resumed full duty, 
and was in active practice till a few hours before his death. He 
had a wide knowledge of men and affairs. Outside his family 
and his professional work the great love of his life was sailing, 
and at the time of his death he was vice-commodore of the 
Portsmouth Sailing Cluk and rear-commodore of the Royal 
Portsmouth Corinthian Yacht Club. He is survived by his wife, 
the daughter of a well-known Dublin medical teacher, 
Prof. Walter Smith, and by two daughters. In the words of a 
colleague: “ By the death of ‘Archie’ Valentine Portsmouth 
has lost a skilful ophthalmic surgeon and the medical profes- 
sion a most valuable friend and colleague. . . . To those who 
knew him intimately the outstanding feature of his character 
was courage, at no time more marked than when he lost his 
only son near the end of a promising career at Sherborne.” 


News has just been received of the death in Singapore, in 
December last, of CUTHBERT STANLEY. Stanley joined the 
medical school of St. Thomas’s Hospital in 1921 and qualified 
five years later, graduating M.B., B.S.Lond. in 1928. His early 
interest in ophthalmology he never lost, and he held the posts 
of ophthalmic house-surgeon at his parent hospital and at 
Moorfields. Following on a decision to work abroad he took 
the D.T.M.&H. and joined the Malayan Medical Service, 
in which from all accounts he served with considerable dis- 
tinction. Stanley was always of a most cheery disposition. His 
heart was in his work, but he never would give himself credit 
for any good he might have done. He was a good doctor for 
he understood his patients, and it is typical of him that we 
heard that of his own free will he elected to stay behind to 
look after his sick countrymen rather than to try to make his 
escape. His many friends will lament his going.—A. J. W. 


News has reached his daughter in this country, through the 
Red Cross, of the death in April, 1944, of Dr. FRANcois CAaLot 
at his home in France, Chateau de Miramont, par Pierrefitte- 
Nestalas, Hautes-Pyrénées, aged 82. Dr. Calot was a leading 
figure in the world of orthopaedic surgery and for many years 
carried on his work in hospitals at No. 69, Quai d’Orsay, Paris. 
and at Berck-Plage, Pas de Calais. His famous book 
Orthopédie Indispensable was translated into English by H. A. 
Robinson under the title Indispensable Orthopaedics, and ran 
into several editions. 


The Services 








CASUALTIES IN THE MEDICAL SERVICES 


Wounded.—Major R. P. Howard, R.C.A.M.C. 
Died of wounds in Burma.—Capt. C. J. Gannon, R.A.M.C. 


DEATHS IN THE SERVICES 


Wing-Cmdr. GeorGe WittiaM Paton died on April 24, aged 43. 
He studied medicine at Liverpool University and qualified M.B., 
Ch.B. in 1926. After holding house posts at the Northern Hospital, 
Liverpool, he was appointed to a commission in the Medical Branch 
of the Royal Air Force on Oct. 2, 1928. He was serving as deputy 
principal medical officer (hygiene) at an R.A.F. headquarters 


over-seas. 
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Vitamins to Occupied Europe 


On May 9 Mr. Harvey asked the Parliamentary Secretary to 
the Ministry of Economic Warfare whether the additional Vita- 
mins, for which permission. had been given by the Allied 
authorities, were now reaching the civilian sufferers ip 
countries occupied by Germany. Mr. Foor said that the 
consignment of vitamin D preparations, the gift of the British 
and the Dominions Red Cross Societies, was now on its way to 
Geneva. 

On the same day Mr. Foot informed Mr. Hutchinson that 
he had considered the copy of a resolution, passed by a number 
of ministers of the Free Churches in Ilford, urging the Govern. 
ment to reconsider their policy concerning the supply of limited 
quantities. of vitamins and milk concentrate for children ang 
nursing mothers in certain countries, subject to the requisite 
assurances on control being obtainable. While the Government 
had every sympathy with the desire to relieve distress in enemy- 
occupied countries, they remained of opinion that the advan. 
tage, direct or indirect, which the enemy would derive from 
any relaxation of the blockade would outweigh the advantage 
to our friends. Moreover, there would in the near future be 
strong operational objections to projects of this kind. 


Malaria Control Measures in West Africa 


In the House of Lords on May 16 the DuKE oF Devonshire 
informed Lord Teviot that the prosecution of antimalarial work 
was constantly being undertaken by the West African Goverp- 
ments, but war conditions necessarily involved a substantial 
reinforcement of this work, particularly in regard to shipping 
and Service personnel. At the request of the Colonial Secretary, 
Prof. Blacklock, of the Liverpool School of Tropical Medicine, 
visited Freetown in 1940 to examine and advise generally on 
the adequacy of the antimalarial measures being undertaken 
there. The Liverpool School had a special interest in this 
work, and at one time Prof. Blacklock was in charge of the 
Sir Alfred Jones Research Laboratory at Freetown. He reported 
to the Colonial Secretary in 1941, but many of the recom- 
mendations he then made had already been acted upon. 
Prof. Blacklock had recently returned from a second visit to 
West Africa, where he had again surveyed the antimalarial 
measures in progress, and had examined the work which had 
been carried out since his previous visit. Although it had 
not yet been possible for him to submit a report he was under- 
stood to be satisfied that a great deal had been done by both 
the civil and military authorities, and that the position in regard 
to the occurrence of malaria had much improved. Dr. Bruce 
Wilson, of the Rockefeller Foundation, was also at present 
visiting West Africa, and would be given every opportunity of 
seeing and commenting on the antimalarial measures in force 
there in the light of his own experience as chief officer in the 
Foundation’s recent campaign in Brazil to eliminate the 
anopheles mosquito, which was also the predominant species 
in West Africa. For nearly two years a special investigation, 
financed by a grant from United Kingdom funds, had been 
proceeding in regard to this mosquito in British Tropical Africa, 
with particular reference to methods of control. 


Experiments on Animals.—Mr. HerBert Morrison, replying to 
Mr. Viant on May 9, said that the published return for 1939 showed 
that the total number of experiments performed on living animals 
in that year was 954,691. A large number were almost wholly simple 
inoculations and similar procedures performed either on behalf 
official bodies with a view to the preservation of the public health 
or directly for the diagnosis and treatment of disease. The figures 
for the next three years were: 1940, 889,677; 1941, 764,013; and 
1942, 932,448. The figures for 1943 were not yet availabie. 


Drug and Vaccine Needs of India-—On May 11 Mr. Amery stated 
that India produced her own requirements of cholera and t 
vaccine. Between Nov. 1, 1943, and April 1, 1944, 6,900,000 cholen 
inoculations were given in Bengal. All demands of the Government 
of India for mepacrine, sulphonamides, and emetine for civil pur 
poses had been met. Mepacrine was used in hospitals and 
pensaries, releasing quinine for general use. Sulphonamides aft 
emetine were similarly available in hospitals and dispensaries. Pris 
were controlled. Special measures had been taken to deal wil 
difficulties of distribution. 7 


Silicosis Medical Board Examinations —Mr. Hersert Morris 
said on May 11 that applications from miners in West Wales to 
Silicosis Medical Board for certificates between Jan. 1, 1943, 
April 30, 1944, were 2,440. The number of certificates issued 
625 and of those refused 663. At the end of April 1,152 ¢ 
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sited examination or decision. Everything was done by the staff 
ee “Medical Board to deal with cases expeditiously, but the claims 
4 the medical profession at present _it ve ifficult to secure 
qualified men who could devote time to this work. 


- Vaccination in Dorset-—On May 16 Mr. Leacn asked 
ae poll of Health whether he was aware that people in the 
Sherborne and other areas of Dorset had suffered from vaccination 
urged on the public by medical officials in consequence of the alleged 

of smallpox, the diagnosis of which had not been confirmed ; 
= whether he would issue to all medical officers of health a copy 
f his statement of policy under which he had recommended that 
school children and young adults should not be primarily vaccinated 
unless they had been in personal contact with virulent smailpox. 
Mr WILLINK replied that he was aware that persons who were 
yaccinated did not in all cases escape ill effects; but he could not 
adopt the suggestion in the second part of the question. The state- 
ment to which Mr. Leach referred, contained in a circular issued to 
local authorities in 1929, qualified the recommendation alluded to 
by the words “so long as smallpox prevalent in this country retains 
its present mild character,” which did not apply to the most recent 
occurrences of the disease. Mr. Leacu also asked the date on which 
the Yeovil school-teacher reported to be suffering from smallpox 
entered hospital; whether she was still there and, if not, the date on 
which she left the hospital; how long she had spots before the 
investigation was made; how many doctors were engaged in the 
investigation ; whether they made the diagnosis of smallpox which 
was not confirmed ; and whether doctors from his Ministry examined 
the case. Mr. Witttnk said that the patient was admitted to hospital 
on April 1, and was discharged on April 20. She had spots on 
March 28 but was not able to visit her doctor until two days later. 
Nine doctors were concerned in the investigation of the case, includ- 
ing three of his medical officers. The opinion reached by six of 
them that it was a case of smallpox was not shared by two of his 
officers, but the precaution was taken of treating it as a case of 
smallpox. Occasionally the diagnosis of smallpox presented great 
difficulties and there was ample room for differences of medical 
opinion. At least three of the local doctors who judged this case 
to be one of smallpox were practitioners with substantial experience 
of the disease. 


Notes in Brief 


Mr. Willink stated in the House of Commons on April 18 that 
16,319 doctors were under agreement with the insurance committees 
in England and Wales on January 1 last. 


The Medical Research Council, to which Mr. Willink referred the 
claim made for “H 11” in the treatment of cancer, takes the view 
that as this preparation has been available to the medical profession 
and has been widely tried no action on its part is necessary. 


Dr. C. H. Hampshire has teen added to the members of the 
Penicillin Clinical Trials Committee appointed by the Medical 
Research Council. 


In the first 12 weeks of this year approximately 13,350 cases of 
tuberculosis were notified in England and Wales. Figures for 
equivalent periods in 1943 and 1942 were approximately 13,000 and 
12,100. 


Mr. Churchill states that since Oct., 1941, £3,047,725 has been 
spent through British charitable organizations on surgical and medi- 
cal items for Russia and on clothing. The public. has contributed 
some of the funds for these supplies. In addition His Majesty's 
Government has made a grant of £2,500,000 for clothing. 


_ It is estimated that about 30% of the population of rural! districts 
live in houses which are not connected to or within easy access of 
a water main. | 


Mr. Johnston has stated that he does not intend to introduce 
legislation to amend the Milk and Dairies (Scotland) Act, 1914. He 
is satisfied with the present legislation under the Act. 














UNIVERSITY OF CAMBRIDGE 


As announced in a note in the adjoining column, the Medical 
Research Council has offered to establish a Research Unit in 
Applied Psychology in the University Department of Experi- 
mental Psychology. The department will benefit greatly from the 
establishment of such a research unit, and on the proposal of the 
Council of the Senate the Vice-Chancellor has been authorized 


to convey the thanks of the University to the Medical Research 
Council. 


ROYAL COLLEGE OF PHYSICIANS OF IRELAND 


At a meeting of the President and Fellows of the College held on 
May 5 the following Members were elected Fellows of the College : 
T. D. O'C. Donelan, J. G. Gallagher, W. J. E. Jessop, J. K. 
McCollum, C. F. McConn, E. B. McEntee, M. J. O'Neill, Agnes 
Savill, S. Simms, R. C. Sutton. 


Medical News 












The following have been elected Honorary Fellows of the Royal 
Society of Medicine: Prof. E. D. Adrian, O.M., F.R.S., Sir Farquhar 
Buzzard, and Sir Walter Langdon-Brown (Great Britain); Major- 
General Paul Hawley, Col. J. C. Kimbrough, Col. Elliott C. Cutler, 
Prof. E. B. Krumbhaar, and Dr. D. P. O’Brien (U.S.A.); Sir Ali 
Ibrahim Pasha, Hon. F.R.C.S. (Egypt); Médecin Général Inspecteur 
Adolphe Sicé. (France); and Col. Johan Holst (Norway). 


Prof. L. P. Garrod will give a lecture, arranged by the Polish 
Medical Association in the United Kingdom, on “ The Principles of 
Modern Chemotherapy, with Special Reference to Penicillin’ on 
Tuesday, May 30, at 5 p.m. at B.M.A. House. Visitors, including 
senior students of ali London medical schools, will be welcome. 
The lecture will be followed by a discussion. 


At the Royal Institution, 21, Albemarle Street, W., on June 2, at 
5 p.m., Sir J. C. Drummond, D.Sc., F.R.S., will give a Friday even- 
ing discourse on the Hot Springs Conference and its bearing on 
nutrition in Great Britain. 


The British Institute of Philosophy announces that Prof. H. H. 
Price (Wykeham professor of logic in the University of Oxford) 
will give a lecture entitled “‘ Two Theories of Perception ” at Univer- 
sity Hall, 14, Gordon Square, London, W.C., on Friday, June 2, at 
5 p.m. Cards of admission may be obtained free of charge from 
the Director of Studies at University Hall. 


Prof. R. J. A. Berry, M.D., F.R.S.Ed., is to address the Royal 
Society of Edinburgh on Monday, June 5, on “Some Recent 
Advances in the Study of the Brain as the Implement of Mind.” 


The Harveian Lecture will be delivered before the Harveian Society 
of London on Monday, June 5, at 4 p.m., at the Royal College of 
Surgeons, Linco'n’s Inn Fields, by Surgeon Vice-Admiral Sir Sheldon 
Dudley, Medical Director-General of the Navy. His subject is 
“State Medical Service Problems in the Light of Royal Naval 
Experience.” 


At the next meeting of the History of Medicine Section of the 
Royal Society of Medicine, on Wednesday, June 7, at 2.30 p.m., the 
following will speak: (1) Sir Arthur MacNalty, paper on “ Edward 
Bancroft, M.D., F.R.S., and the War of American Independence ” ; 
(2) Dr. H. P. Bayon, note on “ John Zephaniah Holwell (1711-98) 
and the Black Hole of Calcutta.” 


By arrangement with the University of Cambridge the Medical 
Research Council has established a Unit for Research in Applied 
Psychology at Cambridge. The unit is located in the University 
Psychological Laboratory, the head of which is Prof. F. C. Bartlett, 
F.R.S. Dr. K. J. W. Craik has been appointed to the Council's 
staff as director of the unit, and will have the collaboration or 
assistance of other workers there in the Council’s service. The 
members of the unit will undertake work elsewhere than at Cam- 
bridge when required, inc'uding investigations within the field of 
the Council's Industrial Health Research Board. 


Dr. Robert Ellis, who for three years has been vice-chairman of 
the Cambridgeshire County Council, has recently been elected chair- 
man. Dr. Ellis has been chairman of the Cambridgeshire Insurance 
Committee, and from 1939-43 was president of the Cambridgeshire 
and Hunts Branch of the BMAg 


Dr. Mary S. Stuart has been mentioned in dispatches in recogni- 
tion of gallant and distinguished services in the Middle East. 


The Pharmaceutical Society of Great Britain announces that five 
pharmaceutical manufacturers have each agreed to give scholarships 
to enable pharmaceutical graduates from China to take a two-years 
course at the University of London. They would then return to 
China to help to train the 50,000 pharmacists whom General Chiang 
Kai-shek. requires for his ten-year plan for public-health services. 
The donors of the scholarships are Allen and Hanburys Lid., 
London; Boots Pure Drug Co. Ltd., Nottingham; Evans Sons 
Lescher and Webb Ltd.,. Speke, Liverpool; The Wellcome Founda- 
tion Ltd., London; and May and Baker Ltd., Dagenham. The idea 
of the scholarships was brought to this country by Mr. A. H. 
Bentley, son of the Mayor of Bolton, a pharmacist who escaped 
from the Japanese in Hong Kong. It is expected that the cost of 
each scholarship will be £1,400. 


Nurses and domestic workers are to be medically examined before 
taking up duties in a tuberculosis institution, and generally the 
examination will be carried out by the staff of the. M.O.H. for 
the area in which the candidate is living at the time. It will be a 
full clinical examination and include x-ray investigation and a 
Mantoux or similar tuberculin test. If there is any medical reason 
why the candidate should not be employed in a sanatorium the 
Ministry of Labour officer concerned will be informed. (Ministry 
of Health Circular 33/44.) 


, 
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A clinical meeting of the Whipps Cross Hospital Medical Society 
was held at the hospital on May 12. After Dr. Goodhart and 
Dr. Sutton had read papers on diabetic coma and on appendicitis, 
Dr. Joseph presented seven cases to show the excellent results 
obtained by his modification of the Hey Groves operation for intra- 
capsular fracture of the femoral neck. The patients were all between 
65 and 75 years of age, and as a result of the operation showed no 
disability whatever. Dr. Joseph also demonstrated a case of burns 
due to methyl. bromide vapour, and Dr. Sharp and Dr. Blond respec- 
tively showed cases of tabetic gastric crises and (?) blastomycosis 
improved by intensive potassium iodide therapy. Some 60 local 
doctors attended the meeting. At the next meeting, on Friday, 
June 2, at 8.30 p.m., Prof. S. P. Bedson, F.R.S., will address the 
Society on “Some Recent Work on Viruses.” 


The Central Midwives Board has re-elected Sir Comyns Berkeley 
as its chairman for the year ending March 31, 1945. 








EPIDEMIOLOGICAL NOTES 
Discussion of Table 


in England and Wales during the week notifications of scarlet 
fever fell by 118, and those of diphtheria by 80. Dysentery 
notifications rose by 41. 

Scarlet fever was less prevalent everywhere except in the 
Midlands. Yorks West Riding reported 58 fewer cases than 
last week. The figures for diphtheria were the lowest since 
last August. Whooping-cough notifications were 35 more than 
last week, the total being the highest for a twelvemonth. 
Although Hertfordshire reported a rise of 31 over last week's 
total, Yorks West Riding and Derbyshire had respectively 29 
and 28 cases fewer. The notifications of measles were 20 fewer 
than in the preceding week, the total for the Isle of Wight 
mounting by 74. Kent and Durham, on the other hand, each 
reported 44 fewer cases. 

For the fourth successive week there was a rise in the notifi- 
cations of dysentery. The most important of the outbreaks were 
Shropshire, Atcham R.D. 45; Cumberland, Penrith U.D. 25; 
Derbyshire, Heanor U.D. 22; Northumberland, Newcastle- 
upon-Tyne C.B. 13 ; Warwickshire, Birmingham C.B. 11. There 
were 30 cases in London (Wandsworth 14), and 22 in Lancashire. 

In Scotland measles notifications dropped by 105, those of 
whooping-cough by 54, and those of scarlet fever by 22. The 
total cases of dysentery were 12 higher than last week, and 
those of diphtheria 8. Argyll County reported 31 cases of this 
disease, and the cities of Edinburgh 20, and Glasgow 14. 

In Eire the notifications of measles rose by 52 cases. The 
largest returns were Dublin C.B. 54; Dublin, Rathdown No. 1 
R.D. 41; Cork C.B. 37; Waterford C.B. 34. Measles and 
whooping-cough are both said to be prevalent in Roscommon, 
but no figures are given. 

In Northern Ireland scarlet fever notifications showed a rise 
of 16 over last week's total; 36 of the 82 cases were notified 
in Belfast C.B. 

Week Ending May 13 


The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 1,791, whooping-cough 
2,548, diphtheria 584, measles 2,132, acute pneumonia 704, cere- 
brospinal fever 70, dysentery 280, paratyphoid 10, typhoid 8. 
One case of smallpox (a woman) was notified in Cheshire, 
Birkenhead C.B. 

Tuberculosis in America 


The report issued by the New York Tuberculosis and Health 
Association shows that, despite a year of war, an improvement 
was registered in tuberculosis mortality in America between 
1941 and 1942. The deaths in 1942 were 57,002, compared with 
59,251 in 1941, and the equivalent death rates per 100,000 
were 43.5 and 44.5. It will be remembered that in England and 
Wales a rise in tuberculosis followed the outbreak of war, the 
numbers of deaths for the years 1938-41 being 25,539, 25,623, 
28,151, 28,667. The corresponding figures for Scotland were 
3,432, 3,526, 4,003, 4,174. In New York City the death rate fell 
from 49.4 per 100,000 in 1941 to 46.2 in 1942, but there was an 
increase in incidence—9,834 new cases of tuberculosis were 
registered in 1942, compared with 9,222 in 1941. A gradual 
rise in notifications has occurred in England and Wales during 
the war, and both in America and in this country the upward 
trend is partly due to the earlier discovery of the disease by 
radiography, The coloured population of New York City had 
a mortality five times as high as the white population; the 
rates for 1942 were 194 and 42 per 100,000 respectively. The 
death rates in 1942 for the other American cities with a popula- 
tion of over a million were Detroit 45.0, Chicago 49.2, Los 
Angeles 54.4, Philadelphia 58.7, the differences from the 1941 
rates being +3.8, —4.1, +0.2, +0.3, respectively. 


INFECTIOUS DISEASES AND VITAL STA 
We print below a summary of Infectious Diseases and Vital 


—$ 3 


Statistics in the British Isles during the week ended May 6 


Figures of Principal Notifiable Diseases for the week and those for the 
sponding week last year, for: (a) England and Wales 
London (administrative county). (c) Scotland. (d) Eire. 


(London included) 
(e) Northern 


Figures of Births and Deaths, and of Deaths recorded under each infecti dise 
are for: (a) The 126 great towns in England and Wales (including 


(b) London (administrative county). 


(c) The 16 principal towns in Scotland, @) 


The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland, 


A dash — denotes no cases; 


no return available. 


a blank space denotes disease not NOtifiable gp 
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Infective enteritis or | i | | 
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Measles . . 2,035| 213) 454) 266, 11] 10,090, 60S, 657| 42} 
Deaths 2) — | 1 I} — 7} 4 G at | 
— } —_— a. 
Ophthalmia neonatorum | 98,3} 23; — | — 101; 9} I4) a) 4 
Deaths os | | | 
Paratyphoid fever a 14(B)12(B) — = | — ont 
aths — a —_ BF xe | ow Fee 
——|—— {| ft ne 
Pneumonia, influenzal* | 680} 49 23 4 2 745| 9} 12) 4@ 2 
Deaths (from influ- | 
enza) ao) a a mM is} a} }—]e 
Pneumonia, primary 198 26 _ 189 cus 
Deaths me 27) | 10) 8 27| il] 7? 
Polio-encephalitis, acute a— an | | to 
Deaths an ih —| i: me 
Poliomyelitis, acute 12 a = aed 3—| ota 
aths os —_ | | 
Puerperal fever .. 3} 18! | — tat af 
Deaths ‘ | | | 
Puerperal pyrexiat 151} 11 12} 4] 3) 438) an] a4) 2 1 
Deaths .c —| ~—! 
as oa 
Relapsing fever am | owe | | sian — x 
Deaths | | 
Scarlet fever 1,646] 115] 191! 25} 82) 1,458] 137! 226 32) 37 
Deaths —}-—!—!-|]— | oe po oe 
ae ee ae eee SS 
Smallpox Wy Foy i Fr ee gee a a pe 
Deaths Ee | —_ ta 
2 = =_— 
- Typhoid fever .. 5} — 19) 2) 612) «2 1 9 J 
Deaths —/—j;-— —|— ies : meg 
Typhus fever Gee «al Boo a sini a ea 
Deaths }—|— | -f - 
Whooping-cough 2,432) 249) 187 43) 13] 2,225] 142| 380] 31] 28 
aths - 16! 5} 1 2) 1 16 ; 3J— 1 
Deaths (0-1 year) - | 359) 47, 66) 37) 24) 341) 46) 64) 29) 22 
Infant mortality rate | | | 
(per 1,000 live births) | ! 
Deaths (excluding still- | j | | 
births) “a .. |4,233| 635, 571) 183) 133] 4,261, 623) 590) 205) 127 
Annual death rate (per 
1,000 persons living) } 13-1) 1-9) t } 13-3} 13-5} ¢ 
EE — aE ——— 
Live births —..__.. |7,211/ 869) 1,002| 563] 294] 6,887) 802] 982) 390) 320 
Annual rate per 1,000 | 
persons living | 20-4) — | ¢ | 20-0) 25-6} + 
Stillbirths ..  ..| 234/ 26 32, | | 221) 20 34 
Rate per 1,000 total | } 
births (including 
stillborn) .. ae | 31 | 33 
| | 











* Includes primary form for England and Wales, London (administrati® 
county), and Northern Ireland. 


+ Includes puerperal fever for England and Wales and Eire. 


¢ Owing to evacuation schemes and other movements of population, birth and 
death rates for Northern Ireland are no longer available. 


No. 18 
TISTICs 











- = = ee ee ~oa = 


rr 


ex, 
diz 
an 
na 


wh 
as, 
ret, 
ove 
chl 


are 


circ 











_ ABE». A 2 aed » 


46 
; ou 


N 




















a 











13-5} ¢ 


| 25-6] ¢ 























May 27, 1944 


LETTERS, NOTES, AND ANSWERS 





British 737 


Mepical JourRNat 








_ 


Letters, Notes, and Answérs 


——_ 














‘ations with regard to editorial business should be addressed to THE 
A TTOR.. BRITISH MepicaL JourNaL. B.M.A. House, Tavistock SQUARE, 
LONDON “W.C.1.  TeLepHone: EUSTON 2111.  TeeGrams: Aitiolog) 
Weucent. London. ORIGINAL ARTICLES AND LETTERS forwarded for 
publication are understood to be offered to the British Medical Journal alone 
unless the contrary be stated. ee 
hors desiring REPRINTS should communicate with the Publishing 
AM nager, B.M.A. House, Tavistock Square, W.C.1, on receipt of proofs 
Aaiers ‘over-seas should indicate on MSS. if reprints are required, as proofs 
0 ee be addr to the Advertisement Manager 
SEMENTS should addressed to ertis 3 
ome, Tavistock Square, London, W.C.1 (hours 9 a.m. to 5 p.m.). 
TeLePHONE: EUSTON 2111. TeLecrams: Articulate Westcent, London. 


F BSCRIPTIONS should be sent to the SECRETARY of the 
ETERS Termes EUSTON 2111. TELEGRAMS: Medisecra Westcent, 


London. ; 
BMA. ScottisH OrFice: 7, Drumsheugh Gardens, Edinburgh. 


ANY QUESTIONS ? 


Coitus during Pregnancy 


Q.—/s there any scientific evidence as a basis for giving advice on 
the harmlessness or otherwise of intercourse during pregnancy : Is 
there a risk of abortion in the early and /or late months? Authors 
seem to disagree, or give nebulous advice obviously not based on 
real evidence. 

A.—It is obvious that coitus in the later months of pregnancy 
carries with it the risk of introducing pyogenic organisms into the 
birth canal. I know of no statistics bearing on the question of the 
possible influence of coitus on the incidence of abortion, nor is it 
likely that reliable figures could be easily obtained. Most gynaecolo- 
gists suppose that, although in the majority of women no harm 
results, in a minority coitus will, directly or indirectly, irritate the 
uterus and so favour abortion: this is especially so in the first three 
months of gestation. As one famous teacher of a previous genera- 
tion used to say: “ One woman will go through a railway accident 
and suffer no harm, while her sister will abort at the smell of a badly 
snuffed candle.” 


Vaginal Discharge after Delivery 


Q.—A patient aged 25 was confined 9 months ago. 
she has had a profuse brown vaginal discharge. 
was normal save that she was unable to feed her baby on account 
of scanty lactation. There was no obvious cervical damage and 
she has no other symptoms usually associated with retained placenta 
and chronic endometritis, etc. She has not yet menstruated again; 
she has always been irregular. General health is very good. It has 
been suggested that this discharge is due to an endocrinal upset. 
if so, could you suggest any possible treatment ? 


A.—This type of discharge is not very suggestive of an endocrine 
upset. There are several more likely causes, and infection of the 
endocervix, cellular tissue, or even tubes is not necessarily excluded 
by the history of a normal puerperium. Other possibilities are 
erosion of the cervix, delayed involution with or without uterine 
retroflexion, uterine polypus, trichomonas vaginitis, and retained 
products of conception. I have recently seen a similar case in which 
the diagnosis proved to be tuberculous endometritis. The diagnosis 
can be established only by investigation. Determine first whether 
the discharge is really brown—i.e., blood-stained—or whether it is 
mucoid or purulent when fresh but dries leaving a brown stain on 
clothing. The discharge should be examined microscopically. If 
bimanual examination reveals no gross abnormality, inspect the 
cervix and vagina, using a well-lighted speculum. If the findings 
are still negative, the patient should be examined under general 
anaesthesia, the cervix dilated, and the uterus curetted. If there is 
any evidence.of cervical infection, treatment with diathermy or 
cautery can be carried out at the same time. It is important to 
examine microscopically all material removed from the uterus; the 
diagnosis may ultimately depend on this examination. If there is 
any endocrine disturbance the sections should help to determine its 
nature and the appropriate treatment. 


Since then 


Points about Trilene 


Q.—Is nitrous oxide-oxygen-trilene a safe anaesthetic to employ 
when the diatherm is in use in the neighbourhood of the face, 
as, for example, in the operation for cure of detachment of the 
retina? Is there any danger of decomposition of trilene when kept 
over a period of weeks in a coloured bottle, as, for example, in the 
chloroform bottle of a Boyle’s apparatus, in the operating theatre ? 
Does any change occur in trilene when nitrous oxide and oxygen 
are passed through it? 


A.—Trilene and oxygen can form an explosive mixture in certain 
circumstances ; but these conditions are never likely to arise during 


The puerperium * 


the administration of an anaesthetic. Nitrous oxide-oxygen- 
trilene may therefore be considered a safe anaesthetic to employ 
when the diatherm is in use. There is no danger of decomposition 
ef trilene when kept in a coloured bottle over a period of weeks. 
The decomposition so far reported has been related to trilene 
passing over soda-lime. Two other factors are involved. First, the 
soda-lime had a high content of sodium hydroxide—11.5% as against 
2.5% or less in some soda-limes. This allows the formation of heat, 
and a temperature over 60° C. accelerates the process. Secondly, 
economy was exercised and the soda-lime was kept, instead of fresh 
material being used for each anaesthetic. This allows time for the 
chemical reaction to continue. No change occurs when nitrous 
oxide and oxygen are passed through trilene. 


Splitting of Finger Nails 
Q-—What is the cause of the splitting in layers of the finger nails ? 
Suggestions for the treatment of this condition would be welcomed. 


A.—Splitting of the finger nails is sometimes due to nail varnish 
or to one of the skin hazards met with in ordinary housework. It 
may also be met with in systemic disorders such as hypothyroidism. 
Not infrequently no recognizable cause can be discovered. 


Generalized Vaccinia 


Q.—Two days after the successful vaccination on the arm of a 
baby aged six weeks, several vesicles appeared on different parts of 
the child’s body, face, fingers, penis, sole of foot, etc. These vesicles 
had an inflamed base, contained turbid fluid, and closely resembled 
the original vaccination vesicle. What is their cause? Have they 
any connexion with the vaccination? Are they likely to leave scars? 


A.—Although generalized vaccinia due to systemic spread of the 
virus is a very rare complication of vaccination, the description 
given here would conform to that diagnosis. Rashes after vaccina- 
tion are not so uncommon, but they usually fall into the allergic 
group—e.g., papular or circinate urticaria, eczematoid eruptions, and 
erythema multiforme. All of them may be accompanied by much 
constitutional upset. Secondary vaccinial lesions due to auto- 
inoculation or to the contaminated fingers of an attendant may also 
occur, particularly if the patient is already suffering from some skin 
disease, and it may be difficult to distinguish auto-inoculation from 
generalized vaccinia. However, typical lesions appearing on inacces- 
sible parts of a healthy skin would support a diagnosis of generalized 
vaccinia. The rash evolves in the same way as the primary vaccinial 
lesion and is likely to leave small pock marks. 


Byssinosis 


Q.—Could you instruct me as to the clinical features of byssinosis, 
together with treatment and prognosis of the condition? Should a 
workman who has had byssinosis continue to work in a woollen mill, 
and what effect would this have on his compensation rights ? 


A.—Clinically the physical and radiological signs of byssinosis are 
identical with those that occur in chronic bronchitis with emphysema ; 
but in a case of byssinosis there is often a very suggestive history— 
namely, that a man previously free from chest symptoms, after 
working in a card-room for a number of. years, complains of 
cough and shortness of breath which are always most marked 
on Mondays and improve as the week goes on; and by the 
end of the week he is tolerably comfortable. At first this cycle goes 
on week after week, until in the later stages he is affected almost 
equally on all days. There is no specific treatment for the condi- 
tion, but some cases are benefited by breathing exercises. A man 
so affected should be advised to change his occupation before he is 
totally incapacitated. 

Compensation for byssinosis is for total disablement for any 
gainful occupation, but before such compensation is granted the 
worker must have been employed in a card-room for 20 years or 
more. If at the end of this period he is admittedly suffering from 
byssinosis, employment in some other work would not interfere with 
the man’s future rights to compensation. It would, however, on 
health grounds be inadvisable for him to work in a dusty atmosphere 
such as might be present in certain departments of a woollen mill. 


Oestrogens and Cancer 


Q.—I was taught as a student that oestrogenic hormones, if 
administered to a case of leucoplakia vulvae, would usually aggravate 
the condition and might precipitate a carcinomatous change in the 
lesion. Assuming this to be correct, I find it difficult to understand 
the rationale of the treatment of mammary and prostatic carcinoma 
with stilboestrol. Can the fact that, whereas oestradiol is a naturally 
occurring substance, stilboestrol is a synthetic product have any 
bearing on the subject ? 


A.—Leucoplakia vulvae should not be treated with oestrogens. 
Though there is no definite evidence that such treatment does harm, 
it certainly does no good and may result in a dangerous delay before 
proper treatment is instituted. There is no rationale at present for 
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the treatment of mammary carcinoma with oestrogens. In fact in 
susceptible strains of mice oestrogenic treatment increases the inci- 
dence of carcinoma even in males. It makes no difference whether 
natural or synthetic oestrogens are used. This effect can be dimin- 
ished or delayed by androgenic treatment. The carcinogenic principle 
is conveyed in the mother’s milk, the function of the oestrogens being 
in all probability the development of the breast to an anatomical 
state in which it is susceptible to the carcinogenic substance. This 
is a colloid of high molecular weight, perhaps a virus. Thus in 
mammary cancer it is probable that the role of oestrogens is not 
strictly carcinogenic. On the other hand it seems likely that in 
other organs oestrogens may be carcinogenic. Malignant tumours 
of the uterus have been induced in mice in which the milk factor 
is absent. There is no definite evidence that oestrogenic treatment 
has ever induced malignant disease in humans. 

The rationale of the treatment of prostatic carcinoma rests in the 
fact that the growth occurs in that part of the prostate which 
enlarges under androgenic treatment and decreases under oestrogenic 
treatment, and that prostatic cancer tissue strongly resembles normal 
tissue, especially in its function of producing acid phosphatase. The 
growth of both normal and cancerous prostatic tissue is inhibited 
by oestrogens, whether natural or synthetic. It does not follow, of 
course, that oestrogens are of use in senile enlargement, which does 
not affect true prostatic tissue but is confined to tissue which is 
vestigially female and is therefore increased in size by oestrogens. 


Leeches and Malaria 


Q.—Is there any truth in the belief that leeches tan act as carriers 
of malaria in malarial districts ? 


A.—tThere is no evidence even suggesting that leeches can act as 
carriers of malaria,.and it is extremely unlikely that they should do 
so. There is, however, the possibility that a leech might in special 
circumstances transmit infection by direct inoculation. It is well 
known that malaria can be conveyed artificially by inoculating 
infected blood, and instances are known where malaria has been 
transmitted by the use of a common syringe when inoculating a 
series of individuals with a drug intravenously. It has also been 
recorded in the case of drug addicts using a common syringe. It 
is therefore just within the bounds of possibility that a leech which 
has fed on a malaria-infected person might by direct transmission 
infect a second person. A much more probable origin of the belief 
referred to is that where there are leeches there are likely to be 
anopheles, and that attacks of malaria have been ascribed to the 
more obvious .and spectacular attacks by leeches when in reality 
they have been contracted in the usual manner by the bites of 
anopheles of which the victim has taken little note. 


Multiple Exostoses 


Q.—A man aged 28 has suffered from exostoses all his life. Six 
large ones have been removed from his femurs and feet during the 
last eight years, and he is slowly developing two new ones on one 
femur and two on one arm. Can you suggest a suitable treatment ? 


A.—In view of the fact that the underlying pathology of multiple 
exostoses starts in infancy, there is clearly no radical prevention 
possible in adult life. The exostoses must be dealt with locally if 
they cause trouble. At the age of 28 no further growth of any 
extent is likely, though calcification of pre-existing chondromata 
may occur. 

A Patient’s Dilemma 


Q.—A patient aged 40 has suffered since childhood from nervous 
diarrhoea which almost invariably affected him when he went to 
church. My request for advice may sound peculiar, but my patient 
is soon going to get married in church, and is extremely worried 
about “holding out” for the duration of the ceremony. What 
drugs are likely to be most effective in immobilizing the gut ? 


A.—This psychoneurotic symptom, apparently almost entirely 
limited to occasions of church-going, could very probably be 
eliminated by a short course of psychotherapy. However, as time 
is short, if recourse must be had to drugs I suggest the following: 
Tinct. opii 10 minims, ext. hyoscyam. liq. 6 minims, sod. phenobarb. 
1/2 gr., cret. praep. 30 gr., mucilag. tragacanth. q.s., aq. chloroform. 
ad half ounce; half ounce to be taken on retiring the night before 
the wedding and after breakfast on the day of the wedding. If the 
marriage is arranged for the afternoon, a further dose must be taken 
about one hour before going to church. The mixture may do the 
trick but cannot be guaranteed to combat the effects of high-grade 
anxiety. The subsequent depression arising from these drugs might 
in a neurotic man lead to impotence, which would then be per- 
petuated by fear. This warning is necessary, because should such 
an event occur the patient’s wrath would be visited on the doctor. 
Without the phenobarbitone it is doubtful’ whether the other drugs 
would act as sufficient check, but it is quite likely that they would 
do so and no appreciable effect on spinal nerve reflex would be 
produced. 





INCOME TAX 
“Pay as you Earn” 

“ Beta’ occasionally does locum work for his former -Partne 
and for a local practitioner. 

*," Presumably the earnings of “Beta” are assessed 
Schedule D as professional profits, and the pay-as-you-earn 
would be inconvenient. It cannot be said to be legally 
apply it, but it is thought that in general it will not be app'ied 
locumtenents. It might be advisable in “ Beta’s”’ case, Seeing ° 
he knows for whom he is likely to act, for him to ask the i 
of taxes to authorize the practitioners concerned not to deduct tar 
from him, thereby removing any doubt there may be. 


Retiring Partner’s Liability 


A and B are partners on an equal share basis. A is retiring from 


the partnership on June 30, 1944, and B is taking in an assistan, 
How is the income tax due on July 1, 1944, apportioned? 

*," The tax due on July 1, 1944, is the second instalment of the 
tax assessed for the year to April 5, 1944.. As A was a 
during the whole of that year no apportionment is due. In fact A 
will be liable to account, in addition, for his share of the tax jp 
respect of the period from April 5, 1944, to June 30, 1944, but that 
tax will not be due to the Revenue until the January and Ju'y insta. 
ments for 1945 become payable. 


LETTERS, NOTES, ETC. 


High Birth Weights 

Dr. Wacter Catvert (Stockport) writes: Your contributors 
answer under the above heading (April 8, p. 510) is the type which 
invites “I can beat that” letter. I have a patient in hospital now 
whose twins weighed 8 Ib. 4 oz. and 8 Ib. at birth. Both ar 
— and both are well above their birth weights on the 12h 

ay. 

Dr. W. M. Penny (London) writes: Several years ago } 
attended a lady who had twins weighing respectively 8 Ib. and 9}, 
Fortunately it was her second confinement, so the births were not 
difficult. The first was a vertex, the second a breech. 


A Swallowed Button 

Mr. E. J. Witkins, editor of British Plastics, writes: My atten. 
tion has been drawn to a letter from Dr. J. A. Stevens in your issy 
of April 29 (p. 610) regarding the detection of a plastic button y 
x rays. This is a very interesting case, but I think the infereng 
drawn by Dr. Stevens in the last two lines of his letter is entirely 
wrong, and that the radiographer and not the composition of the 
button is responsible for the valueless x-ray examination. So far a 
I am aware, if the x rays are adjusted correctly there is no plastics 
material that will not show its presence. The fault seems to be with 
the radiographer who, it is admitted, showed no interest in the 
buttons on the coat given to him by the mother. I am writing 
merely to correct the inference of Dr. Stevens that plastics buttons 
may be dangerous on babies’ clothing because if they are swallowed 
they cannot be detected. 


The Blocked Eustachian Tube 

Dr. Octavia LEwin writes: The emphasis that Dr. Hilton Brown 
of Edinburgh (May 6, p. 635) lays on the fact that ear troubles are 
mostly due to infection from the pharynx stresses the need for 
close attention to the Eustachian tube and the danger of letting the 
opening get blocked. It is the only entrance for germs, and it 
is normally permanently open and so ensures no interruption ia 
the sense of hearing. The exception to this is during the act of 
yawning, which causes its closure, but this is never more than 
momentary. The common cause for Eustachian deafness is the nasal 
obstruction that necessitates mouth breathing. Careful attention to 
the nasal toilet is therefore the best preventive against ear troubles. 


Osteo-arthritis of Hip 

Dr. A. Gorpon Watson (Bath) writes: Your answer in the “ Any 
Questions? ” section under the above heading (April 29, p. 68) 
omits the value of treatment in hot mineral-water baths, especi 
of the pool variety. We find at the Royal National Hospital for 
Rheumatic Diseases that a large percentage of working men and 
women (miners, navvies, housewives, etc.) return to their work, and 
can continue working, for a year or more without further treatment, 
even when the x-ray films show marked osteo-arthritis of one or both 
hip-joints. If the improvement is not maintained for six or eight 
months the patient is advised to return at once for a further cours 
of balneological treatment, and this method suffices for the majority. 
In some recalcitrant cases with sévere pain, deep x-ray therapy & 
combined with balneological treatment, and is found to be suc 
in relieving pain in a considerable proportion of cases. The patient 
is often advised to continue remedial exercises at home plus a course 
of iodine internally in some form or other. 
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